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e postoperatively 

e in pregnancy when 
vomiting is persistent 

e following neurosurgical 


diagnostic procedures 


e in infections, intra-abdominal 
fo r disease, and carcinomatosis 
nausea 
as 
and vomiting 


ESPRIN 


Squibb Triflupromazine 


e after nitrogen mustard therapy 


provides prompt, potent, and long-lasting control 

capable of depressing the gag reflex 

effective in cases refractory to other potent antiemetic agents 
may be given intravenously, intramuscularly and orally 

no pain or irritation on injection 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution —1 cc. ampuls (20mg./cc.), 
1 cc. multiple dose vials (20 mg./cc.) 

Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


SQUIBB ONE: 3 wi) Squibb Quality — The Priceless Ingredient 
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CONTROLS 


EMOTIONAL 
STRESS 


RELIEVES 


SPASTIC 
DISTRESS 


ro-Banthine win Darta 


coordinates relaxant 


Smooth muscle gastrointestinal spasm 
frequently is aggravated and intensi- 
fied by concurrent emotional tension. 
Pro-Banthine with Dartal offers a 
new measure of antispasmodic control 
since it combines Pro-Banthine, the 
clinically accepted antispasmodic-anti 
cholinergic, with Dartal, the new, well- 
tolerated tranquilizer for stabilizing 
emotional tension. 

In Gastrointestinal Spasm — Pro- 
Banthine with Dartal is indicated in 
smooth muscle spasm of functional 


action in spasm... 


gastrointestinal disturbances, pyloro- 
spasm, peptic ulcer, gastritis, spastic 
colon (irritable bowel), biliary 
dyskinesia. 


Composition and Dosage: Aqua- 
colored tablets containing 15 mg. of 
Pro-Banthine (brand of propantheline 
bromide) and 5 mg. of Dartal (brand 
of thiopropazate dihydrochloride), 
Dosage: One tablet three times a day. 


G.D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine 
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“Anticholinergic drugs alone are in- 
adequate in the management of 
peptic ulcer . They should be ad- 
ministered only as adjuncts to con- 
ventional treatment with antacids, 
diet, sedation, and other therapeutic 


measures,” 


1. Kirsner, J.B., et al.: M. Clin 
North America 4/:499 (March) 
1957 


In peptic ulcer: six aids 


to total management 


ALuUpDROX SA is not only an effective anticholinergic, but also an antacid, sedative, de- 
mulcent, anticonstipant, and pepsin-inhibitor, Thus, one convenient preparation satisfies 
six requirements of total peptic-ulcer therapy. 

An important new anticholinergic of demonstrated usefulness, ambutonium, is responsible 


for the potent antisecretory and antimotility properties of ALUDROX SA. 


wee SUPPLIED: SUSPENSION, bottles of 12 fl. 
TABLETS, bottles of 100. Each tea- 
SUSPENSION aye spoonful (5 cc.) and tablet contains 2.5 mg. 


of ambutonium and 8 mg. of butabarbital 

combined with aluminum hydroxide and 

magnesium hydroxide approximating | tea- 

spoonful of aluminum hydroxide gel and 
Aluminum Hydroxide Gel with Magnesium Hydroxide Y% teaspoonful of milk of 


magnesia. Also available: 
Ambutonium Bromide, and Butabarbital, Wyett 
, Tablets Ambutonium Bro- Wyeth 
mide, 10 mg., bottles of 100. 


* Sedative and Anticholinergic Philadelp 
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“Antacid? Rorer’s Maalox. It doesn’t constipate and patients like its taste better 
... By the way, try their new double strength Tablet Maalox No. 2. It’s great!” 


mar 
357 
| 
“¥ 
‘ 
' 
a | 
‘ 
A - 
} 
4 
ri. INO 


Abstracted from The American Journal of Gastroenterology, Vol. 30, No, 6, Dec, 1968 


COMBINED DRUG THERAPY IN 
GASTROINTESTINAL DISTURBANCES 
INCREASED BENEFIT THROUGH DIMINISHED SIDE REACTIONS 


JOSEPH BANDES, M.D. 


New York, N.Y. 


“In the course of treating gastrointestinal disturbances (most often peptic 
ulcer), it was noticed that several patients did not respond to the regimen 
as well as might have been expected. Investigation revealed the fact that 
although these patients generally adhered to the diet, the discomfort pro- 
duced by the side reactions of the drugs induced them to stop medication 
entirely or to take it haphazardly.” 


MATERIAL AND METHOD 


“Twenty patients (14 private and 6 clinic patients) were chosen who, in the 
absence of complications, had shown unsatisfactory response to a prescribed 
regimen of diet, anticholinergic, sedative (phenobarbital) and antacid. In 
addition to gastrointestinal symptoms, these patients all had in common 
varying degrees of emotional disturbances and they all had voluntarily 


stopped or interrupted their medication because of undesirable side-effects. 
These reactions were in descending order of incidence: dry mouth, blurred 
vision, drowsiness or beclouding of the mind, and interference with bowel 
and bladder function.” 

“In each case, the patient was started on tridihexethyl iodide with mepro- 
bamate in place of the previously administered anticholinergic-sedative 
combination, the diet and antacid remaining unaltered. The method of ad- 
ministration was the same as for the previous drugs; i.e., one tablet with 
each meal and one or two tablets at bedtime.” 


RESULTS 
“,.. the results of treatment (Table II) with tridihexethyl iodide and mepro- 


bamate were excellent or good in 18, or 90 per cent of the cases and poor 


or questionable in 2, or 10 per cent. It will be noted ... that both of these 
patients were ‘functional’ cases.” 


No.of Re 
Patients sponse Side Reactions 


P 
Excellent Good Drowsiness 


Questionable Mouth Other Total 


15 (75%) | 3(156%) 2 (10%) 2 (10%) 3 (15%) 


1 (6%) 


SIDE REACTIONS: 2 patients noted mild drowsiness and dry mouth, one patient dry mouth only. 
In no case were the symp severe ugh to warrant diminishing the dose. 
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COMMENTS 
“The encouraging clinical results of this investigation point up the fact that 
although poor progress is frequently due to poor patient cooperation, we 
can do much to improve this situation by recognizing the validity of the 


patients’ complaints with respect to side reactions and then prescribing 
medication with a low incidence of unpleasant effects.” 


“Since this group of patients was chosen because of sensitivity to anticholi- 
nergic-sedative, statistical evaluation of side reactions to the medication 
used in this study is not feasible. The reduction from 100 per cent of side 
reactions attributable to the previously used medication to only 15 per cent 
with tridihexethyl iodide-meprobamate, however, is indeed noteworthy.” 


FIG. 1—N-ray (Case #17) at time of 
presentation (11 December 1957). P-A 
view showing large ulcer crater (ar- 
row) on lesser curvature of stomach. 
Note also, small residue of barium in 
hiatus hernia, 


FIG. 2—Same patient (18 March 1958). 
After 10 weeks’ therapy (see text). 
Note complete disappearance of ulcer 
crater, 


FORMULA: each scored tablet contains: meprobamate 400 mg., tridihexethy! chloride 25 me 
(formerly supplied as the iodide), 


DOSAGE: | tablet t.i.d. with meals and 2 tablets at bedtime 


Milpath supplied for this study by 
Wallace Laboratories, New Brunswick, N.J. 


® 
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for intestinal antisepsis. 


NEOTHALIDINE provides fast, effective bowel sterilization, 
It affords broad antibacterial activity in a concentrated, non- 
absorbed dosage form. By reducing gas-producing organisms, 
NEOTHALIDINE provides a non-inflated, easy-to-handle bowel. It 
is effective inthe presence of food and other organic substances, 
and aids in the mechanical cleansing of the bowel. 

Monilial complications are not likely to oceur when fast-acting 


NeutHALipine is preseribed in the recommended dosage. 


NEOMYCIN is widely used as an intestinal antiseptic because 


it is rapidly effective against most intestinal pathogens. 


(phthalylsulfathiazole) is the ideal 
Aero 


SULFATHALIDINE 


adjunct to neomycin because of its effectiveness against 


bacter aerogenes, Shigella, and Clostridia — organisms that are 
not responsive to neomycin therapy alone. 

Together, as NEOTHALIDINE — a formula that closely approaches 
the ideal intestinal antiseptic. 


Dosage: the recommended adult dosage is 15 cc. of 
NEOTHALIDINE Suspension every four hours for six doses. Dos- 
age schedule may be accelerated to provide bowel sterilization 
in 18 hours. 

Supplied: as Neoruaripine Granules in a 120-ce. 
dispensing bottle, to be reconstituted with water at the time of 
dispensing. Each bottle contains 12.0 Gm. of Sulfathalidine” 
(phthalylsulfathiazole) and 8.0 Gm. of neomycin 
(equivalent to 5.6 Gm. neomycin base). 

1. Poth, E. J.: Intestinal Antisepsis in Surgery, J.A.M.A, 153 :1516, Dec 


sulfate 


26, 1953. 
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ALIDINE 


SULFATHALIDINE’ 


IT TAKES TO DO THE JOB 


NEOTHALIDINE and SULFATHALIDINE (pntha 
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NEOMYCIN ANO SULFATHALIOINED 
Qo) MERCK SHARP & DOHME, owision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


UNCLE MILO 


By and large, ace firefighter Uncle Milo fed his ulcers per 
doctor’s orders. But sometimes there he was . . . face to face 
with some forbidden delicacy. Then a single indiscretion, in 
a weak moment, was all it took to put him out of action. 


Today, though, whatever the will-power of your ulcer pa- 
tients, you can provide lastingly effective pain relief and acid 
control with Gelusil . . . the antacid adsorbent Uncle Milo 
should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. The choice of modern physicians, for every ant- 


acid need. — 


GELUSIL ger 


the physician’s antacid 
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ACID TYPES from the Gelusil Family Album 


tablet conta 
250 
— released i in the soanenen f 
gastric-soluble outer 
of tablet. 


Pancreatin, 


bridging the gap be inge 
in the small intestine ful in chronic cholecystitis, post-cholecystectomy syn- 
‘A. H. ROBINS drome, subtotal gastrectomy, pancreatitis, dyspepsia, 
| For comprehensive di tive en aan. 


after 


ileostomy 
and 


colostomy 


OINTMENT 


IS 

unusually effective 
in helping to prevent 
and heal skin irritation 
and excoriation 


DESITIN OINTMENT is not washed away or 
decomposed by excrement, perspiration or 
secretions, In fact, its soothing, lubricant 
and healing influence is so persistent that 
one application helps protect 

the skin for hours. 


Non-sensitizing, non-irritant Desitin Ointment 
combines high grade Norwegian cod liver oil, 
zinc oxide, talcum, petrolatum and lanolin. 
Tubes of 1 0z., 2 oz., 4 0z., and 1 Ib. jars. 


} samples on request. 
DESITIN CHEMICAL COMPANY 


Providence, R. I. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. 
Med. 53:2233, 1953. 2. Heimer, C. B., Grayzel, H. G., and Kramer, B.; 
Archives of Pediatrics 68:382, 1951. 3. Behrman, H. T., Combes, 
F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surgery 18:512, 
1949. 4, Turell, R.: New York St. J. Med, 50:2282, 1950. 5. Marks, 
M. M.; Missouri Med. 52:187, 1955, 
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enables your patient to escape 


peptic ulcer symptoms 


PRANTAL 


Relief from gastric hypermotility and hypersecretion by 
PRANTAL aids physiological healing of the ulcer. With his 
freedom from pain and other distressing ulcer symptoms, 
your patient feels secure in his personal relationships, rela- 
tively certain of freedom from exacerbations. 


Rx the form that’s best for him 

for adjusting dosage —PRANTAL Tablets, 100 mg. 

for prolonged relief —PRANTAL RePETABS, 100 mg. 

with sedation—PRANTAL with Phenobarbital Tablets, 
100 mg. with 16 mg. phenobarbital. 
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all 


regardless 
etiology 


Oo) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc. 
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when fear-anxiety 
‘finds its somatic eutiet in 
_ cardiac or g.i. symptoms' 


ethane benziiae Rydrochloride 


Announcing 


TWO NEW IMPORTANT MEDICATIONS 


FEAR-ANXIETY, HYPERMOTILITY, HYPERACIDITY 
THE 

TRI-LOGISTIC 

APPROACH 


ANTIPHOBIC 
ANTISPASMODIC 
ANTACID 


contains: SYCOTROL 

2 Mg., scopolamine 

methyinitrate 1 

Without rigid dietary restrictions, MODUTROL, hy- 

as the sole medication. gave complete relief in previously Bensee: 1 tablet ¢.i.¢. 


resistant cases of peptic ulcer. No untoward side effects or 
1 verity of the condition. 
were seen even on prolonged therapy. trademark Supplied: Botties of 50. 


Reference: Rosenblum, 
L. Aw Clin, Med. 6:73, 


REED & CARNRICK / 6, new sensey Tan 1989 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


how do age and sex influence evacuation of the gallbladder? 


Children and pre-adolescents, especially boys, have a faster emptying rate than 
adults. After puberty, the gallbladder of the male is slower in emptying—elderly 
women have a faster gallbladder evacuation rate than elderly men. 


*Source: Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, Philadelphia, 
Lea & Febiger, 1953, vol. 2, p. 1178. 


GALLBLADDER EVACUATION IN THE ELDERLY* 


30 minutes after meal of egg yolk 


81% 65% 
EVACUATED EVACUATED 
(FEMALE) (MALE) 


true hydrocholeresis plus reliable spasmolysis... 


DECHOLIN with Bettadonna 


- relieves the pain of smooth-muscle spasm 
Steadies the “nervous gut” 
- facilitates biliary and pancreatic drainage 
available: DECHOLIN with Belladonna Tablets: dehydrocholic acid, AMES 


3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 
Bottles of 100 and 500. 


for free-flowing “therapeutic bile’... 


DECHOLIN® 


Elkhart « Indiana 


(dehydrocholic acid, AMES) Toronto * Canada 


+ medical and postoperative management of biliary tract disorders / \) 
- routine physiologic support for geriatric patients 
constipation —natural physiologic laxation without catharsis 


available; DECHOLIN Tablets: dehydrocholic acid, AMES 3% gr. (250 mg.). 
Bottles of 100, 500 and 1000; drums of 5000. 
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VITAMIN K THERAPY IN LIVER DISEASE— 
NEED FOR A REEVALUATION® 


F. STEIGMANN, M.D., F.A.C.G. 
H. SCHRIFTER, M.D. 
Z. D. YIOTSAS, M.D. 
and 
F. PAMUKCU, M.D. 
Chicago, Ill. 


Excessive bleeding has always been an enigma in patients with jaundice 
whether the icterus was due to extrahepatic obstruction or to parenchymatous 
liver cell damage. Discovery of Vitamin K deficiency by Dam as the cause of 
the bleeding in jaundiced patients led to a series of important contributions to 
the pathogenesis and therapy of this hemorrhagic tendency. It was soon noted 
that Vitamin K decreased the bleeding tendency in almost all cases in which 
an extrahepatic obstruction was the sole cause of the jaundice. Its efficacy, 
however, was less remarkable and constant in patients in whom liver disease 
was the predominant cause of the jaundice. This observation actually led to 
the so-called Vitamin K tolerance test as a differential diagnostic test between 
extrahepatic (surgical) jaundice and intrahepatic (medical) jaundice due to 
liver disease, on the assumption that in the former, the hypoprothrombinemia 
is due mainly to a deficiency in Vitamin K caused by faulty absorption because 
of absence of bile from the gastrointestinal tract and hence administration of 
this vitamin will result in a rise of the prothrombin to normal. In liver disease, 
however, the hypoprothrombinemia is due actually to a deficiency of prothrom- 
bin because of some lack of Vitamin K but more so due to the fact that the 
damaged liver cells cannot produce prothrombin precursor in sufficient amounts 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20 

From the Hektoen Institute for Medical Research of Cook County Hospital, the Depart- 
ment of Internal Medicine, Gastroenterology and Therapeutics, Cook County Hospital and 
Department of Internal Medicine, College of Medicine, University of Illinois, Chicago, III. 
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even in the presence of Vitamin K and therefore, administration of Vitamin K 
may show little improvement in the hypoprothrombinemia. 


At present, the status of Vitamin K in the therapy of patients with extra- 
hepatic obstructive jaundice is not controversial. Its status in conditions associ- 
ated with liver disease, however, is not as well defined and a number of con- 
troversial reports have appeared. In extrahepatic obstructive jaundice, the 
degree of jaundice correlates with the degree of hypoprothrombinemia and the 
need for Vitamin K, in cases with parenchymatous liver damage, however, the 
degree of jaundice is less important than the degree of liver damage in the 
determination of the presenting hypoprothrombinemia. 


In general, it may be said that the status of Vitamin K in patients with 
liver disease is far from being completely clarified. A protective mechanism of 
Vitamin K for the liver has been reported by some’ in animals before exposure 
to chloroform. Others, however, found that Vitamin K influenced only little the 
hypoprothrombinemia which developed in dogs following chronic chloroform 
intoxication. Still others believed that Vitamin K may somewhat correct the 
hypoprothrombinemia in patients with liver disease, but would not otherwise 
compensate for the element of liver damage*. Observations to date, nevertheless, 
seem to indicate that Vitamin K is of some value in early cases of hepatitis, 
but of questionable help in cases of chronic hepatitis or cirrhosis. 


Besides the chronological factor, the effect of Vitamin K depends also on 
the dosage factor, because larger doses of Vitamin K will occasionally result in 
a decrease of the prothrombin time when smaller doses have been ineffectual. 
Some also believe that the type of Vitamin K, water soluble or oil emulsion 
plays a role in the ultimate effect. 


The hemorrhagic tendency in liver disease was at first considered to be due 
to a fibrinogenopenia. Later, this was proven incorrect and the prothrombin 
was considered the most important factor. Recently, however, it was pointed 
out that the hypoprothrombinemia as determined by the Quick one-stage 
method, may not be solely due to a deficiency of prothrombin, but may also 
indicate lack or deficiency of factor V (labile factor) and factor VII (stable 
factor). Only in cases of severe liver disease, does the hypoprothrombinemia 
indicate a deficiency in all three factors. In milder cases of hepatitis or in 
obstructive jaundice, the deficiency may involve predominantly only one factor, 
so that the differential determination may be both of prognostic and diagnostic 
value. 


From the foregoing, it is apparent that a prolonged prothrombin time is 
usually an indication of Vitamin K deficiency and that Vitamin K therapy 
should be instituted. It is also apparent that in cases of extrahepatic obstructive 
jaundice without associated liver damage, the administration of Vitamin K will 
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result in a return of the prothrombin time to normal. In cases of liver disease, 
however, the administration of Vitamin K will lead to variable results. In 
milder cases, a slight or moderate hypoprothrombinemia may be improved by 
average doses of Vitamin K (10 to 20 mg.) parenterally per day. In more 
severe cases larger doses (70 mg.) per day might be of some help. The impor- 
tant thing to keep in mind is that the effect of Vitamin K is measurable within 
a few (four to eight) hours, and that it should therefore be determined within 
24 to 48 hours. If no effect is noted at this time, the possibility of deficiency of 
factor V or factor VII or both should be considered and an attempt made to 
prove or disprove this assumption. If no facilities for determinations of these 
factors are available, then the patients should be given empirically, fresh blood 
for the treatment of the hypoprothrombinemia and hemorrhage tendency, since 
fresh blood improves the bleeding tendency due to lack of any of the three 
factors, prothrombin, factor VII or factor V. 


It is our aim in this paper to discourage the unnecessary daily use of large 
doses of Vitamin K in patients with severe liver disease when there is no 
significant change in the prothrombin time, 24 to 48 hours after its administra- 
tion, by stressing the possible danger which the use of large doses of Vitamin 
K may bring about in such cases. 


Clinically, no toxic effects have been observed from the administration of 
Vitamin K and its analogues. Experimentally, however, massive doses of Vita- 
min K, when given to mice, produced injury to the circulating blood cells*’. 
Aplastic anemia, respiratory depression and “acute vascular congestion” were 
also produced in experimental animals after massive doses of Vitamin K®. In 
dogs, Vitamin K in doses of 15 to 30 mg. per kilogram given intramuscularly, 
caused vomiting, albuminuria and porphyrinuria’. Moore and Sharman (1955) 
produced hemoglobinemia in Vitamin E deficient rats with massive doses of 
Vitamin K*. A hemolytic effect of very large doses (100 mg./kg.) of water- 
soluble Vitamin K in rats deprived of Vitamin E was also observed, Rose and 
Gyorgy® showing that Vitamin E deficiency in rats leads to an abnormally great 
hemolytic tendency. The toxic effect on red cells has been emphasized recently 
by Allison’® who noted increased hemolysis in newborn premature infants given 
large doses of Vitamin K. About the same time, Laurance" observed a remark- 
able increase in the incidence of kernikterus in premature babies following an 
increase in the routine dosage of Vitamin K. In a retrospective survey, Crosse 
et al'?, found that there had been a steadily increasing incidence of kernikterus 
in premature babies which could be related to an increasing dosage of Vitamin 
K with its resultant increase in the bilirubin level. 


Kernikterus of prematurity, in the absence of iso-immunization, was shown 
to be related to the level of bilirubin in the infant’s serum'*"*. There is little 
doubt that intramuscular Vitamin K in large doses causes some elevation of 
the serum bilirubin levels in the newborn baby; with poor liver function, the 
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added effect of the Vitamin K may just raise the serum bilirubin to a sufficiently 
high level to produce kernikterus of prematurity. 


Warnings have been given to pediatricians and obstetricians about using 
unduly large doses of any water-soluble Vitamin K preparation in premature 
infants. The literature’® contains reports of fatal hemolytic anemia occurring in 
two small series of premature infants following Vitamin K in one or more doses 
of 10 mg. No evidence of blood group incompatibility or Rh-factor problem was 
found. A Vitamin E deficiency factor in the hemolytic tendency has been noted 
also in humans. Thus Dju et al'® report that the human fetus and infant tend 
to have small amounts of Vitamin E in tissues which may thus, be a predispos- 
ing factor to the untoward results of large doses of Vitamin K. 


Too frequently, physicians have assumed that great overdosage of vitamins 
is innocuous. That this was unwise was demonstrated especially so far as paren- 
teral administration of thiamine or nicotinic acid (niacin) was concerned. Some 
recent reports attempted to draw attention to upper limits for water-soluble 
Vitamin K in premature babies and in patients with liver disease'’. There is 
no reason to fear harm from the long established dosage range up to 5 mg. in 
premature infants. Neither is there any reason to use a much larger dosage in 
either infants or adults. 


The above reports are unfortunately not too well known to the general 
men, so that one still sees patients with cirrhosis, etc., who continue to get large 
doses (72 or more mg.) of Vitamin K daily for days and weeks, mainly because 
they had a high prothrombin time on admission. If a prothrombin time is re- 
peated and found high, the dosage of Vitamin K might even be increased and 
the process goes on and on, causing the patient not only avoidable expense, 
but at times even possibly increased liver damage. Hence warnings about the 
use of Vitamin K are also necessary for other clinicians besides pediatricians 
and obstetricians. 


Our liver study group has, in the past two years, investigated this particular 
phase in a large number of patients with liver disease of various degrees with 
the following results. In a group of 45 cases of cirrhosis (mostly Laennec’s 
alcoholic type), the average initial prothrombin time was 34 per cent of normal. 
Twenty-four hours after 72 mg. of Hykinone parenterally, the average pro- 
thrombin time had risen to only 45 per cent and 48 hours later had dropped 
to 41 per cent. Eight of the 45 cases had a more severe hypoprothrombinemia 
24 hours after the Vitamin K, and 12 had a similar effect 48 hours later. In 22 
patients, the hypoprothrombinemia was more marked 48 hours than 24 hours 
after the administration of Vitamin K, indicating thus, that even if a slight rise 
in the prothrombin activity does occur within the first 24 hours, it is of short 
duration, usually disappearing after another 24 hours. 


After the 48-hour determination of the prothrombin time following the 
administration of the 72 mg. Vitamin K (Hykinone) all patients were given 50 
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mg. (Mephyton) Vitamin Ki, parenterally and the prothrombin time was again 
determined 24 and 48 hours later, when the average was found to be 49 and 
50 per cent respectively. Following Mephyton, too, there were 11 cases 24 hours 
later and 16 cases 48 hours later who had a more marked hypoprothrombinemia 
than on the preceding day, a finding which might support the exhaustion theory 
of Ungar et al’. 


A group of 19 patients suffering from severe liver disease, as evidenced 
by prehepatic or actual hepatic coma, had an initial average prothrombin time 
30 per cent of normal. Twenty-four hours after the administration of 72 mg. 
Hykinone, it rose to 33 per cent and 24 hours after the administration of 50 mg. 
Mephyton, it was 31 per cent. Four patients had lower values of prothrombin 
24 hours after the administration of Hykinone and seven patients had lower 
values after Mephyton, when compared with the initial examination. 


Another group of 13 cases of milder cirrhosis had an initial average pro- 


thrombin time, 42 per cent of normal. Following 72 mg. Hykinone, the per- 
centage rose to 69, 24 hours later and to 73, 48 hours later. 


In another somewhat similar group of ten cases, the average initial pro- 
thrombin time of 39 per cent of normal rose to 66 per cent following 72 mg. 
of Hykinone. 


In another four patients with moderate cirrhosis, the initial prothrombin 
time percentage of 43 rose to 65, 24 hours after 50 mg. of Vitamin Ki (Mephy- 
ton), but dropped to 55, 48 hours later. 


COMMENT 


There are a number of reports in the literature in which the hazard of 
large doses of Vitamin K is discussed. Excessive amounts of Vitamin K have 
been found to increase the hypoprothrombinemia in patients with severe liver 
disease'* as we similarly noted in a few of our cases. The further depression 
of the prothrombin level in some patients, following parenteral administration 
of Vitamin K, suggests that in these cases of hepatic disease, the liver appears 
to be functioning at its maximum capacity under the prevailing conditions. This 
depression may be the result of inadequate production of the substrate with 
which Vitamin K combines, or of abnormal utilization of the substrate with 
consequent interference with prothrombin formation. 


The fact that in some patients with liver disease, there is either no response 
or even depression of the prothrombin level would speak for an exhaustion 
phenomenon in these particular instances. 


It has been therefore suggested that patients with liver disease and hypo- 
prothrombinemia should be given a small dose of Vitamin K. This dose should 
be repeated only if the prothrombin time does not show any further increase"’. 
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The only manner in which the prothrombin activity can be increased in patients 
with hypoprothrombinemia not responding to Vitamin K is by means of trans- 
fusion, preferably of whole, fresh blood or of frozen plasma. 


It is possible that the increase in the degree of hypoprothrombinemia may 
not be associated with other decreases in hepatic function. Nevertheless, one 
cannot consider anything which decreases a specific hepatic function as innocu- 
ous and the clinician should therefore be on guard against this possible result 
of Vitamin K administration in patients with liver disease. It should become 
axiomatic among clinicians, that no response to the administration of large doses 
of Vitamin K within 24 to 48 hours may mean no further administration of 
Vitamin K. Moreover, in these patients, any sign of bleeding tendency should 
be combatted promptly with transfusions of whole, fresh blood. 


SUMMARY 


In patients with liver disease, the hypoprothrombinemia does not improve 
significantly following the administration of even large doses of either Vitamin 
K (Hykinone) or Vitamin K; (Mephyton). Indeed, in some of them, a further 
decrease in the prothrombin activity may occur. 


It is therefore advisable to determine the results of Vitamin K administra- 
tion within 24 and 48 hours. If no improvement in the hypoprothrombinemia 
has occurred, then no further Vitamin K should be given, but the patient should 
receive whole, fresh blood, as a therapeutic measure against the hemorrhagic 
tendency. 
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THE FREQUENT ASSOCIATION OF OTHER BODY TUMORS 
WITH FAMILIAL POLYPOSIS* 


DONALD C. COLLINS, B.A., M.D., M.S. (Path. & Surg.), Sce.D., F.A.C.G. 
Hollywood, Calif. 


An important concept has recently appeared in the medical literature that 
suggests a close diagnostic association between other body tumors and con- 
genital familial polyposis. The presence of this familial colonic disease may 
often be suspected with the detection of other abnormal growths elsewhere in 
the human body. Such tumors may be situated in the soft tissues of the retro- 
peritoneal, mesenteric or subcutaneous regions; or located commonly in the 
bones of the head. Such associated growths are fibromas, lipomas, fibrolipomas, 
epidermoid cysts, leiomyomata, desmoids, dermoids, osteomas, bony exostoses 
and fibrosarcomas. 


Cripps*, in 1881, described familial polyposis as being a development of 
multiple polyps in the large bowel. This pathologic entity is inherited, com- 
monly appearing after puberty, and affecting 50 per cent of the individuals of 
succeeding generations. At onset, these numerous polyps of the colon are be- 
nign, but malignant changes usually develop in half of the individuals before 
reaching the age of 30 years. Tragically, most individuals, having familial poly- 
posis, die from carcinoma of the colon prior to the age of 50 years, unless early 
adequate surgical treatment is instituted. 


In contradistinction, Jeghers, McKusick and Katz*, in 1949, described a 
further new disease, now known as the “Peutz-Jeghers’ Syndrome”. This patho- 
logic entity is characterized by diffuse polyposis of usually the small intestine, 
that rarely undergoes malignant change’. Such individuals have associated 
characteristic and diagnostic mucocutaneous melanin spots on the lips and 
buccal mucosa in nearly every instance. Less frequently the pigment is seen 
around the other facial orifices and on the extremities. This disease is radically 
different from familial polyposis and must be differentiated from it. Seldom 
does one find other body tumors associated with the “Peutz-Jeghers’ Syndrome”. 


REVIEW OF THE LITERATURE 


Table I summarizes a review during the past 21 years of the salient points 
of 29 previously reported instances of a close association between other body 
tumors and familial polyposis. This table summarizes this information in the 
interests of both clarity and brevity. It is self-explanatory. 


~ ®Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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TABLE I 


REVIEW OF THE LITERATURE 


Location of Secondary Tumors Primary Lesion 


2 yrs. postop. appearance, fibrosarcoma,| F.P.; Ca. of rectum. Rx:— 
desmoid-type, scar, L.L.Q. of abdomen. | combined abdomino- 
perineal resection. 


10 x 5 cm. area in mesosigmoid, fibrous 
tissue and perivascular lymphocytic 
infiltration. 


3 retroperitoneal leiomyomas in ileum. 


Subcutaneous tumors and cysts in all. F.P. with carcinomas of 
6 had bony tumors of mandible, maxilla | colon. All 8 died. All same 
and cranial bones. family. 


Multiple sebaceous cysts. F.P., brothers and sister. 


2—Desmoids of abdominal wall. 

2—Fibromas of mesentery. | F.P., all same family. 
1—Osteoma of frontal bone. 

1—Osteoma of femur. 


3—Osteomatosis and soft tissue tumors. 
1—Osteoma. ‘.P., all brothers. 


Osteomas, fibromas, fibrosarcomas and 
epidermoid cysts appeared before F.P. 
symptoms of F.P. 


1947:—Subcutan. lipoma, back. F.P. 

1951:—Ca. rectum, grade i, lipoma, ant.| 1951:—Abdominoperineal 
abd. wall. resection, 2 stage 

1954:—2 lipomas, left loin and ant. abd. total colectomy. 
wall. 

1956:—Fibrolipoma, large, base of 1956:—Abd. exploration 
mesentery. and biopsy of mass. 


Note:—“F.P.”:—Means Familial Polyposis. 
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TABLE II 


New Cases REPORTED FOR THE First TIME 


Location of Secondary Tumors 


Primary Lesion 


Lipomas of scalp and ant. abdominal 
wall. 


F.P., Ca. of sigmoid colon. 


Osteoma, rt. frontal bone. 
Lipoma, rt. hip region. 


F.P., Ca. descending 
colon. 


rt. back. 


Fibroma, mesosigmoid. 


F.P., multiple Cas. of 
colon. Died. 


Osteomas, |. parietal and mandible 
bones. Lipoma, ant. abd. wall. 


F.P., Ca. of hepatic 


flexure. 


Fibrosarcoma, rt. femur. 
Leiomyomata of stomach. 


F.P. 


Many sebaceous cysts, scalp and upper 
back. 


F.P., Ca. of rectosigmoid. 
Died. 


Many subcutaneous fibromas. 


F.P., Ca. of splenic 
flexure. 


Retroperitoneal mixed tumor. 
Sebac. cysts, scalp. Lipomas. 


F.P., 3—Cas. sigmoid 
colon. 


Osteomas, rt. occipital bone and left 
maxilla. 


F.P., Ca. transverse colon. 
2 Cas. in situ in sigmoid 
colon. 


Exostosis, 1. frontal bone. 
Lipoma, ant. abd. wall. 
Retroperitoneal lipoma, large. 


F.P., Ca. of rectosigmoid. 
Ca. in situ in descending 
colon. Died. 


Sebac. cysts, upper back and arms. 
Many fibromas of trunk. 
Leiomyomata of ileum. 


F.P., Ca. of left proximal 
colon. 


Exostosis, 1. frontal bone. 
Fibrolipoma, mesoileum. 
Dermoid cyst, rt. ovary. 


F.P., 3 Cas., 1. colon and 
transverse colon. 


19 
F 

1958 | 32 

M 


Many sebac. cysts, scalp, back. 
Lipomas, ant. abd. wall and loin. 


F.P., Ca. of rectosigmoid. 
Ca. in situ, splenic flexure. 


Fibroma, back. Lipoma, ant. abd. wall. 
Osteoma, |. upper femur. 


F.P., Ca. in situ in rt. 
midcolon. 


Summary:—14 Cases. Period covered:—1932-1958. Av. Age:—27.4 yrs. Op. deaths:—3. 
Six additional cases have since died after leaving the hospital. 
5 additional instances of F.P. had no associated tumors, recorded in history. 
19 instances of F.P. occurred in 239,478 consecutive hospital admissions. 
Males:—6, Av. Age:—30.2 Years. Females:—8, Av. Age:—25.3 Years. 


378 
Age 
Case & 
og No. | Year | Sex 
3 | 1938 | 45 

F 
4 | 1941 | 26 
F 
F 
: 

F 
10 | 1954 | 27 
F 
M 
F 


Collins—Familial Polyposis 


Report or 14 New Cases 


Table II presents the essential facts of 14 new, previously unreported, in- 
stances of familial polyposis, that are associated with other body tumors. Med- 
ical hospital histories were searched for the past 25 years in assembling this 
data. These examples occurred in 239,478 consecutive hospital admissions. Five 
additional cases of familial polyposis failed to record in their clinical records 
the presence of other associated tumors. This gives an inaccurate clinical index 
as to the relative incidence of this association in hospitalized patients. 


It does not appear to be simply fortuitous that familial polyposis is com- 
monly associated with other body abnormal growths. The significance of this 
association is unknown at the present time. It may be that the explanation of 
this phenomena, as given by Gardner and Plenk®, of a single pleiotropic gene, 
may be the correct one. Possibly, this association represents a genetic linkage 
between two dominants. 


At present, and much more to the point, whenever the examining physician 
discovers multiple hard or soft tissue tumors upon physical examination of a 
patient, he is obligated to perform a proctosigmoidoscopy and obtain a roent- 
genologic barium enema, using the triple air contrast method, to exclude the 
possible unsuspected presence of precancerous familial polyposis. 


CONCLUSIONS 


1. Fourteen new instances of an association of various other hard and soft 
tissue tumors with proven congenital polyposis are added to the medical 
literature. 


2. Twenty-nine other examples have been previously recorded in the 
available medical literature of the past 20 years. 


3. Physicians are urged to remember the frequent association of these two 
pathologic entities and to rule out at the earliest possible moment the possible 
presence of an unsuspected instance of precancerous familial polyposis. 


4. Under such circumstances, if two specific diagnostic tests are done 
(proctosigmoidoscopy and barium enema), many additional lives will be saved 
from needless deaths from the inevitable future development of carcinoma of 
the large bowel, arising in patients with unsuspected familial polyposis. 
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DIscussION 


Dr. William Lieberman (Brooklyn, N. Y.):—1 have been well repaid for 
getting up early to hear Dr. Collins. 


He has noticed a possible correlation and, with his active mind and scien- 
tific curiosity, has gone into it in his usual thorough manner. 


I should like to ask him, however, whether this correlation carries weight 
when it is statistically calculated, with percentages of possible error and devia- 
tion from the norm, and whether we can definitely, scientifically conclude there 
is such a correlation. 


He has presented a number of cases of his own and others that would tend 
to indicate such a correlation, but do the statistics, in strict mathematical 
analysis, bear this out? 


I should like to carry it a step further and mention that I have observed 
several cases, not of familial polyposis but of isolated polyps, and have noticed 
that these patients, too, frequently had other skin and mucous membrane 
growths. Many of them volunteer the information that they have nasal polyps, 
for example, and some of them show skin polyps, various types of cysts, and so 
on; in fact, when I tell a patient that he or she has a sigmoid or rectal polyp, 
the patient will often say, “Oh, yes. I have the same thing in my nose.” 
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I am not offering this as indicating any sort of correlation, but my interest 
was excited by it, and I am trying to accumulate more similar cases. 


It might be interesting for all of us, when we have a case of solitary polyp, 
or multiple polyps, as well as of familial polyposis, to inquire of the patient as 
to the existence of other neoplasms or polyps in the body and to search for 
them. There may be a correlation. At this time I could not hold forth that there 
is such, but it is an interesting point for further observation. 


I want to thank Dr. Collins for his very excellent and mentally stimulating 
treatment of this subject. 


Dr. H. B. Eisenstadt (Port Arthur, Texas):—I want to ask Dr. Collins if he 
has the impression that patients with malignancies of the colon due to familial 
polyposis have a better prognosis if these tumors are removed early than other 
people of the same young age group with the regular variety of colon cancer. 
If this would be the case it would be twice as important to investigate the cases 
with multiple skin, soft tissue and bone lesions for polyposis®. 


Dr. Donald C. Collins (Hollywood, Calif.):—To answer my good friend, 
Dr. Bill Lieberman, we did submit these findings to the university, and they 
felt that since 14 were associated with tumors and 5 were not, there was no 
difficulty as to its statistical significance. 


Then, too, I appreciate Dr. Lieberman's very kind remarks and also thank 
him for getting up early this morning. 


Now, to answer our very eminent Governor from that great, but second 
largest state in the Union—Port Arthur, Texas—as to the prognosis in these 
conditions. It is bad. I told you three died in the hospital. There was a mortal- 
ity of 65 per cent, so I think you will admit that the prognosis in these cases 
is poor if the carcinomas get going, and the time to take care of these is before 
malignant changes occur. 


If you wait for carcinoma to develop, which it probably inevitably will, it 
is like locking the barn door after somebody steals the horse. 


I think my friend, George Wharton, will probably agree with me it is best 
in these particular patients to operate as soon as the diagnosis is made, rather 
than gamble and run the risk of pathogenicity where the chances of malignant 
change are so terribly high, and the chance of dying from inoperable carcinoma 
is so great, because these are younger patients and the carcinomas are usually 
those with a high grade degree of malignancy, based on Broder’s classification. 


° Roberts, H. J.: Difficult Diagnosis, W. B. Saunders Co. Philadelphia, Pa. 1958, p. 32 
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PRIMARY IDIOPATHIC SEGMENTAL INFARCTION 
OF THE GREATER OMENTUM® 


A CoLLectivE Review AND Report OF A CASE 


J. E. DUGAS, JR., M.D.+ 
Chalmette, La. 
E. L. BURKE, M.D.} 


and 


LUIS OMS, M.D.§ 
New Orleans, La. 


Primary idiopathic segmental infarction of the greater omentum is a rela- 
tively rare condition as evidenced by the fact that a careful review of the 
literature revealed only 42 authentic cases reported through 1956. The infre- 
quency with which this condition is encountered, however, does not detract 
from its importance because when present it closely mimics several other acute 
abdominal emergencies, notably: acute appendicitis, acute cholecystitis, and 
perforated peptic ulcer. 


To date, the diagnosis of primary idiopathic segmental infarction of the 
omentum has never been made preoperatively. This may be because this condi- 
tion is seldom considered by the examiner in the differential diagnosis of the 
acute abdomen. It is important to keep this disease in mind whenever the acute 
abdomen is opened and the suspected organ found to be normal. This is espe- 
cially true when serosanguinous fluid is encountered. In addition to the usual 
thorough exploration of the abdomen special attention should be paid to the 
omentum. Failure to carry out this part of the exploration has probably resulted 
in failure to establish the diagnosis of omental infarction in many instances. 


Primary idiopathic segmental infarction of the greater omentum is a spe- 
cific disease entity requiring the fulfillment of certain criteria before the diag- 
nosis can be established. These criteria were set forth by Wrzenski, Firestone, 
and Walshe* in 1956. The establishment of such criteria has done much to 
relieve some of the confusion present in selecting authentic cases from prior 
reports. These criteria are: 1. The infarction must be primary in the omentum 
itself and not associated with pathology in the peritoneum or neighboring 
organs. 2. There must be no history of trauma to the abdomen which might 
account for localized infarction. 3. The infarction must be segmental and not 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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associated with massive vascular occlusions involving large areas of omentum 
and/or adjacent organs. 


A detailed review of the literature dealing with this condition has resulted 
in the elimination of many reported cases because of failure to meet the criteria 
listed above. Johnson"*, who has been given credit in the past for reporting the 
first authentic case of idiopathic omental infarction states that the omentum 
was adherent to the scar of an old hernial incision in the right groin and he 
considered the etiologic factors to be interference of the blood supply to the 
omentum by adhesions and to the sclerotic condition of the vessels present in 
his patient. Thus it will be seen that the first reported case of primary omental 
infarction does not meet the criteria listed above. Other cases**-*.*427 were 
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eliminated because it appeared they were secondary to other conditions such 
as severe cardiac disease, portal vein thrombosis, trauma, and adhesions to the 
abdominal wall or other organs. 


A total of 42 authentic cases were found in the literature. The largest series 
consisted of six personal cases each reported by Pines and Rabinovich” in 1940, 
and Shea, Pomer, and Spellman* in 1956. It is interesting to note that during 
the past 26-year period there has been a steady increase in the number of cases 
reported. From 1930-39 only one case was reported. Sixteen cases were reported 
in the ten-year period 1940-49. During the last six years 1950-56, 25 cases were 
described. This increase is probably due to greater awareness of this rather 
uncommon and obscure condition. 
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ETIOLOGY 


The etiology of primary idiopathic infarction of the greater omentum is 
unknown; however, a number of etiologic factors have been suggested by 
various authors. 


Eager and Barto’ felt that the almost constant location of the infarct in 
the right lower portion of the omentum may suggest some anatomic peculiarity 
of venous drainage of the omentum as a cause of idiopathic infarction. 


Harris, Diller and Marcus" believed that an extremely fatty omentum, by 
increased gravitational pull on the omental vessels, may act in conjunction with 
other factors to cause rupture of a vessel. 


Hood and Geraci’® presented a case of infarction which they believed 
resulted primarily from compression of the omentum in the space bounded by 
the liver, falciform ligament and anterior abdominal wall. 
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Pines and Rabinovich” experimentally proved in rabbits that a forceful 
pull on the jugular vein of a rabbit would injure the endothelial lining and 
result in the formation of a clot at the site of injury. Furthermore, if the lumen 
of the vein distal to the site of injury was partially constricted so as to retard 
the flow of blood through the vein, thrombosis occurred more promptly. They 
felt that there was a striking resemblance to the thrombus thus produced ex- 
perimentally to that seen in the infarcted omentum. In the light of such experi- 
mental findings, the authors believed that a possible stretching of an omental 
vein could lead to the formation of a thrombus. 


Sinow” in defense of the idiopathic nature of the condition, stated that 
the thickness of the omentum obviates the possibility of torsion being the under- 
lying etiology of infarction of so small an area. 
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Totten*' has stated that in view of the close communication between the 
veins of the stomach and omentum, it is evident that strain on these thin-walled 
veins is definitely increased at the time of vascular congestion incident to a 
full meal. During this period he proposes that additional strain from increased 
intraabdominal tension as a result of sneezing, straining, coughing, or lifting 
may be sufficient to cause a primary rupture of the dependent veins of the 
omentum with hemorrhagic extravasation and secondary thrombosis. 


It has been pointed out by numerous authors that there is no clinical 
picture typical of primary idiopathic infarction of the greater omentum. The 
preoperative diagnosis in the reported cases was acute appendicitis in 75 per 
cent, acute cholecystitis in 18 per cent, and perforated peptic ulcer in 7 per 
cent. 


Case REPORT 


A nine-year old white male child was admitted to the service of one of 
us (L.O.), at Mercy Hospital, New Orleans, La., on 5 July 1956, with the 
history of nausea, vomiting and constipation followed by sharp pain in the 
right lower quadrant of the abdomen of 24 hours’ duration. Physical examina- 
tion revealed a moderately obese male child, temperature 99.4° F, pulse 92, 
with right lower quadrant tenderness and guarding. Laboratory data revealed 
a total white cell count of 10,600 with 72 per cent polymorphonuclears. 


Urinalysis was negative. Preoperative diagnosis of acute appendicitis was made 
and the abdomen opened through a right rectus incision. An infarcted area of 
omentum without twist was immediately encountered in the right lower border 
of the omentum. The area measured 3 x 1.5 x 1.2 cm. and was not adherent to 
the abdominal wall or other structures. The appendix was found to be retro- 
cecal and grossly normal. Resection of the omentum and appendectomy was 
performed. The patient made an uneventful recovery. 


REVIEW OF THE LITERATURE 


The clinical features of primary idiopathic segmental infarction of the 
greater omentum as derived from an analysis of the 42 reported cases and the 
new case reported above are as follows: 


Sex:—Seventy per cent of the cases appeared in males, and 30 per cent in 
females. 


Age:—Seventy per cent of the cases occurred between the ages of 20 and 
55 years. Twenty-one per cent were less than ten years and 9 per cent were 
over 55 years. 


Race:—There have been no reported cases in the colored race. 


Symptoms:—The chief presenting symptom was abdominal pain. Out of the 
43 cases only 36 provided any description of the pain. The pain was located 
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in the right lower quadrant in 53 per cent, right upper quadrant in 21 per cent, 
and in the epigastrium in 7 per cent. In 19 per cent of the cases the description 
of the pain was so vague as to preclude accurate localization. The pain re- 
mained localized from the onset in 77 per cent. In 19 per cent the pain was 
described as colicky, as sharp in 22 per cent, and as dull in 19 per cent. 


Anorexia was present in 14 per cent, nausea in 19 per cent, vomiting in 19 
per cent, diarrhea in 10 per cent, and constipation in 19 per cent. Anorexia, 
nausea, and vomiting was absent in 60 per cent of the cases either singly or in 
combination. 


Physical findings:—Of the cases 68 per cent had a temperature elevation 
of 100° F or less. Tenderness occurred in 91 per cent, rigidity in 67 per cent 
and rebound tenderness in 38 per cent. The location of the tenderness and 
rigidity usually corresponded to the site at which the presenting pain was 
experienced. 


Laboratory findings:—Total white blood cell count ranged from 10,000- 
13,000/mm.° in 50 per cent, above 13,000 in 25 per cent and below 13,000 in 25 
per cent. The total white count was not recorded in 3 of the 43 cases. The 
polymorphonuclear count was not recorded in seven instances but was 75 or 
over in 58 per cent of the remainder. 


Operative findings:—Free fluid was found in the peritoneal cavity in 48 
per cent of the cases. It was most commonly serosanguinous. The infarct was 
most commonly found in the right lower edge of the greater omentum, the size 
varying from 2 x 2 cm. to 12 x 10 cm. 


Treatment:—All cases were treated by resection except one. Incidental 
appendectomy was performed in most cases. 


SUMMARY 


There is no characteristic clinical picture of primary idiopathic segmental 
infarction of the omentum. In general, it mimics to a variable degree other 
acute abdominal conditions and indeed this variability and the lack of a clear 
clinical pattern may be the key to making, or at least suspecting, the diagnosis 
preoperatively. 


If it can be said that primary idiopathic omental infarction presents any 
constant findings, it would be these: 1. Abdominal pain which remains local- 
ized. 2. Tenderness corresponding to the area in which the pain is experienced. 
3. Absence of anorexia, nausea and vomiting. 


To defer surgical treatment in favor of such a diagnosis would be hazard- 
ous; however, if the possibility of this disease is kept in mind, a definitive 


diagnosis may be made in some cases where no other disease process can be 
found. 
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DIscussiOoN 


Dr. Béla Halpert (Houston, Tex.):—1 wonder whether the authors consid- 
ered or looked for variations in the structure of the greater omentum in these 
cases. Variations are quite common and can be observed in individuals who are 
being x-rayed. The greater omentum has two parts to it, the gastrocolic portion 
and a free portion when the two layers of the omentum are fused. Complete 
fusion, however, is rare. If there is nonfusion of the layers the bursa extends 
between the layers of the greater omentum. Incomplete fusion may be either 
on the right side or on the left side. When the fusion is irregular the transverse 
colon makes a loop in the center and the omentum is fused to it. 


Roentgenologically these variations can be detected if 24 hours after a 
barium meal, when the colon is outlined, a swallow of barium is given to out- 
line the stomach. The distance between the greater omentum and the colon 
can then be studied. If the fusion is perfect the greater curvature of the stomach 
is parallel with the transverse colon. If there is nonfusion on one side the colon 
will sag on that side. If there is irregular fusion, sagging in the center of the 
colon is noted. If there is nonfusion the colon and the stomach can be separated 
without affecting each other. 


I wonder whether anyone who has observed this idiopathic infarction paid 
any attention to these features of the greater omentum (Am. J. Roentgenol. 
17:253-266, 1927). 


Dr. J. E. Dugas, Jr. (Chalmette, La.):—In answer to Dr. Halpert’s question, 
none of the authors noted any anatomical variation in the greater omentum. 
Most of the cases reported commented on the obesity of the omentum involved, 
in contrast to the cases of torsion of the omentum in which the omentum was 
thin and could be easily twisted, but so far as definite anatomic variations 
noted in the cases in the literature, I didn’t find any. 
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THE VOLUME OF N/10 HYDROCHLORIC ACID 
NEUTRALIZED PER DAY IN THE 
TREATMENT OF PEPTIC ULCER® 


E. A. MARSHALL, M.D., F.A.C.P., F.A.C.G. 
and 
DAVID SAMON, M.D. 
Cleveland, Ohio 


As in all medical situations where a precise equation is impossible, no 
specific answer has yet written “finis” to the problem of peptic ulcer in the more 
than one hundred years since this disease entity was first described. 


The many facets which have slowly evolved in these years of research, 
experiment and multiple theories have, even to the present, rendered the whole 
exasperatingly elusive of a universally satisfying solution. 


Proftered solutions range from no drug therapy to continuous tubal drip, 
from rigid food selection to completely unrestricted diet, from psychiatric 
therapy to radiation and surgery. 


The union of physical factors with those of the psyche has, in this disease, 
rendered inestimably greater a problem which would be sufficiently challeng- 
ing were but one to be considered. 


We, the authors, have reached our present thoughts on this subject slowly, 
over a period of many years; years during which our approach has evolved 
from employing, before 1944, routine peptic ulcer diets together with what we 
now recognize as but token medical therapy to our present belief that medical 
therapy must be sufficiently intensive to allow the patient to heal his ulcer 
while eating an unlimited diet. 


We accepted the then-prevalent idea that we were fulfilling our duty to 
the ulcer patient if, during his periods of distress, we guided his diet along 
bland, nonirritating food lines and convinced him of the wisdom of adjusting 
to and accepting the fact that he must henceforth include his ulcer in his life 
pattern. 


The idea that the production of excessively high hydrochloric acid should 
be countered with an equally excessive amount of neutralization did not occur 
until much later. We do not know why we thought it adequate protection 
merely to hold this acid “enemy” temporarily at bay with minimal amounts of 
neutralizing agents rather than to think in terms of healing the vulnerable area 
through neutralization sufficient to combat acid-peptic activity to a degree 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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which would permit granulation tissue to form, remain in the floor of the ulcer 
and continue on to form the scar of a healed lesion. 


As is so frequently the case, this principle was forced to our attention by 
chance. One of us, while a medical officer in the Army, discovered that the 
average ambulatory soldier suffering ulcer symptoms observed his limited diet 
practically only while it was supervised. 


Whereas symptoms were controlled under supervised treatment on the post, 
those returning from periods away suffered recurrence of distress although 
therapy had remained the same. Obviously, the factor responsible was diet. The 
ingestion of liquids more irritating than milk and of foods less bland than 
pureed vegetables, eggs, etc. was too much target for our meager medical 
ammunition. 


Thus, the germ of an idea which formed the basis for all of our subsequent 
work. Man was designed to consume all edibles in his environment and he 
should be able to do so. Foods do not cause ulcer but there is no denying that 
certain types are irritating to the open ulcer—therefore, should not the medical 
therapy be such as will affect the ulcer in a manner which will render it im- 
pervious to attack by any food? In other words, should we not attempt to arrive 
at a medical regime which would be commensurate with the emotional and 
physiological factors involving the patient? Should we not attempt a radical 
program of sedation to cope with the psychological pressures and of neutraliza- 
tion to assail the overabundance of hydrochloric acid? Should we not attempt 
to heal the ulcer? 


ONE-HALF HourLy NEUTRALIZATION 


By 1952 all patients were taking half-hourly neutralization for 16 hours a 
day as well as two night treatments at two-hour intervals. Gastric extractions 
previously made “in the heat of the work day” (Fig. 1) an hour after a meal, 
milk, 100 mg. of a then commonly used anticholinergic drug or 40 gr. of alumi- 
num hydroxide showed, in the patient with duodenal ulcer, a pH averaging 
1.34, a pH incompatible with the accumulation of granulation tissue. 


Few HEALED ULCERS 


The effective duration of treatment was found to be four and a half months 
in the majority of cases. We had previously discontinued therapy after three 
months but four observations resulted in the prolongation of this program. 


1. In many instances patients suffered recurrences three to eight months 
after treatment which suggested that the original ulcer had not been healed 
and epithelized. 


2. As 3,877 cases of peptic ulcer came under observation only 302 or 7.8 
per cent had ever gone more than one year without symptoms while following 
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no special diet or medications. This we felt was strong evidence that conven- 
tional medical therapy consisted of too little, too infrequently, for too short a 
time to provide more than a transitory relief. 


3. Relatively few cases (302) when seen by us the first time gave histories 
of being symptom-free more than a few months at a time, even those who had 
been receiving conventional, universally accepted therapy. 


4. We were greatly impressed by the tremendous popularity of surgical 
treatment which we would like to attribute entirely to improved surgical skills 
and technics but which we reluctantly must assign to the fact that medicine 
was not offering the ulcer patient a solution to his problem. 
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As we took histories on 3,877 x-ray positive ulcers (Fig. 2) 992 or 25.6 per 
cent had hemorrhaged one or more times before being seen; 430 or 11.1 per 
cent when first seen had nonstenotic obstruction and 159 or 4.1 per cent had 
previously perforated. Complications had been encountered by 40.8 per cent. 
and the rest had symptoms of uncomplicated ulcer. 


Any system of therapy which permits the patient to suffer complication 
while being treated for ulcer or after treatment in 40.8 per cent of the cases is 
inadequate and it appears that our surgical colleagues are also rapidly swinging 
to this opinion. 


GIVEN 
MILK ...........240ce. | 
2.6Gm. 
40 | 40} 1.47 
30 _+—t—+-s0} 1.29 
20 ——+ +20} 1.76 
| | : 
| | 
30 45 60 


THE AMERICAN JOURNAL OF GASTROENTEROLOGY 


X-RAY 


Unfortunately, just the knowledge that his x-ray is negative does not relieve 
the digestive problems of the patient suffering classical ulcer syndrome. 


While in no way deprecating the enormous value of roentgenograms, our 
experience demands that a word be said in warning against its “diagnostic 
infallibility”. We have innumerable cases where x-rays have been negative or 
have shown a “healed” ulcer at a time when the patient was suffering a hyper- 
acid syndrome. 


The authors are now preparing a paper covering over 400 cases where 
patients, meeting all the criteria of peptic ulcer except for positive x-ray have, 
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on our routine medical therapy, responded in exactly the same manner and for 
approximately the same length of time as have those with x-ray evidence of 
ulcer. 


At the present, we feel that 10-20 per cent of all peptic ulcers are un- 
detected roentgenologically, dependent upon the equipment, ability and experi- 
ence of the radiologist. Even with the best in equipment, training and experi- 
ence, there are ulcers which just cannot be detected. In hemorrhage the per- 
centage of negative gastroduodenal films rises. 
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HEALED ULCER 


In this and in previously published papers dealing with this subject we 
have, understandably, reported on only x-ray positive peptic ulcer. Therefore, 
after over 12 years of following this concept, our criteria for healed ulcer: 


Not a negative roentgenogram but a patient with a previously x-ray posi- 
tive peptic ulcer who, upon completion of the intensive medical program out- 
lined in former papers'**, was able to ingest a completely unrestricted diet 
for more than a year without symptoms and without taking any subsequent 
antacid medication. 


HEALING ULCER 


A patient who, 24 hours after initiation of a program of sufficient sedative, 
alkalinizing and adsorptive drugs is able to ingest a completely unrestricted 
diet without distress is presumed to have a healing ulcer. Naturally, in gastric 
ulcer we employ follow-up roentgenograms to exclude malignancy. 


Proor or HEALING 


The very fact that the above conditions obtain during and upon termina- 
tion of therapy seem to us incontrovertible proof that condiments, spices, 
roughage, “irritating” foods, tobacco and alcohol have no effect on the ade- 
quately treated peptic ulcer. That a person previously on a diet and in pain 
can enjoy any type of food without complaint is reassuring evidence that ther- 
apy is adequate, granulation tissue has been gained and that with maintenance 
of these two conditions for a sufficient period of time, a healed ulcer is 
inevitable. 


THERAPY 


The therapy and its administration have been outlined in previous papers 
by one of the authors'?**, Here, however, we wish to emphasize the amount 
of N/10 hydrochloric acid which must, each day, be neutralized in the adequate 
treatment of peptic ulcer. 


The amount of antacid or acid-adsorptive therapy may be said to be ade- 
quate if, in conjunction with an antacid-sedative-laxative or constipating agent, 
it: 


Disintegrates in cold water in 30 to 60 seconds. 


Does not furnish sufficient anticholinergic effect to mask an open ulcer. 


3. Neutralizes 14 liters of N/10 hydrochloric acid (51 gm. pure hydrogen 
chloride) in 24 hours in vitro as measured by titration methods recommended 
in U.S.P. 
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4. Permits the patient to ingest an unrestricted diet without symptoms. 


5. Is administered half-hourly for 16 hours a day, at bedtime, two and 
four hours after retiring. 


6. Is administered without change of schedule for a period of four and 
one-half months. 


EXCEPTIONS 


Because the physiological and emotional factors productive of peptic ulcer 
differ in each patient it is readily understandable that the above outlined cri- 
teria do not apply in all patients suffering this disease. Through patients who 
never completed the recommended four and a half months course of treatment 
and those who never took the correct number of tablets, we have proof that 
healing will occur under less rigid therapeutic conditions in some patients. 
While 83.4 per cent of patients with peptic ulcer will heal on this rigid schedule 
the other 16.6 per cent require that 19.5 liters of N/10 hydrochloric acid or 
71 gm. pure hydrogen chloride be neutralized each day and of the whole group 
7.62 per cent are failures. The simple fact is that enough neutralizing material 
cannot be put into their stomachs to permit them to enjoy even periodic re- 
missions. The exclusion of atropine in patients with glaucoma or those who 
develop atropine bladder, ileus or psychosis is, of course, necessary. 


THOSE REQUIRING INTENSIFIED THERAPY 


The hemorrhagic and nonstenotic obstructive ulcers, in our experience, de- 
mand considerably increased neutralization, at least in the first day or two. 
These complicated cases are always given sufficient neutralizing material to 
eradicate 28 liters of N/10 hydrochloric acid (102 gm. pure hydrogen chloride) 
the first day after which period of time diminution of this intensive therapy is 
instituted. 

Finally, the extremely important short-history gastric ulcer® must be con- 
sidered malignant, treated in the same intensive manner as hemorrhage and 
obstruction, hospitalized until radiologically the lesion is absent or dramatically 
reduced. This, in our experience, occurs in from ten days to two weeks after 
which ambulatory treatment is maintained for four and a half months with 
follow-up x-rays as indicated. If there is doubt at the end of 14 days, surgery 
is recommended. 


COMMENT 


The experienced internist, recognizing the fact that patients suffering from 
peptic ulcer possessed the “ulcer personality” from an early age (probably from 
4 to 6 years) which did not exhibit itself symptomatically, physiologically or 
radiologically until he was much older, does not relegate these people to a 
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lifetime of continued distress or diet. In fact, it is almost superfluous to observe 
that one of the classic features of the “ulcer picture” is the periodic remissions, 
seasonal or otherwise, which these individuals enjoy regardless of their attention 
to diet or medication. 


Few perspicacious physicians believe that these patients are healed despite 
the negative roentgenogram which may obtain. 


The experienced clinician evaluating histories of ulcer patients knows that 
a small group, approximately 7 to 8 per cent, enjoy completely symptom-free 
periods varying from one to four or more years while observing no dietary 
restrictions and taking no medication. These patients had, without question, 
healed lesions. He also recognizes that in some, healing was accomplished 
wherein no medical or surgical procedure was employed, by “accident”. 


One is also struck by the fact that most patients with “ulcer personality”, 
a personality usually well established (as mentioned above) by ages 4 to 6, 
did not develop their ulcers until they had reached 19, 29, 39 or even 60 years. 


In view of the foregoing, one must consider the possibility that adequately 
treated peptic ulcer may start laying down fibroblasts in the ulcer floor as early 
as a few hours after eradication of the acid and that, if this process be carried 
out over a sufficiently long period, the ulcer may be healed. It apparently hap- 
pens after adequate gastrectomy if the “pituitary-adrenal axis” does not 
interfere. 


Everyone is aware of the fact that omission of night therapy permits loss 
of granulation tissue. In our experience this may even happen in “drip therapy”. 
Though prolongation of the time required for healing will result, it need not 
erase the chance for healing. A therapy must be employed which permits these 
unfortunate persons to work after they have recovered from their complications. 


Statistics on hemorrhage, obstruction and short-history gastric ulcer are 
available'**-*°, In each of these complications as well as in simple peptic ulcer, 
this concept has been extremely rewarding. 


As of 1 July 1955 we had seen 2,545 cases of peptic ulcer. We have thus 
far contacted 1,036 patients in this group who have enjoyed 34 or more months 
without hyperacid syndrome while taking no medication and eating an un- 
restricted diet. This is a larger figure than could be expected in an “accidental 
healing” group. Of these 1,036 only 446 have recurred; the remainder (590) 
have not recurred to this date. In terms of time the 446 recurred in an average 
of 34 months while 590 have not yet recurred in an average of four years and 
ten months. 


It must be presumed that most of these patients have had a healed ulcer, 
that those who have recurred suffered a new ulcer for scar tissue withstands the 
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corrosion of acid better than normal tissue. Indeed many have changed loca- 
tions from one side of the pylorus to the other. 


SUMMARY 


1. A report is made on 3,877 peptic ulcers treated, using the concept that 
at least 14 liters of N/10 hydrochloric acid must be neutralized per day in order 
to inactivate the corrosive effects of acid in peptic ulcer for a period of more 
than four months. 


2. It is pointed out that only 83.4 per cent of these cases were able to gain 
granulation tissue on this program and that 7.62 per cent could not be healed 
by any medical therapy. 


3. The use of the roentgenogram as a criterion of the healed ulcer is felt 
to be inadequate. 


4. Criteria are given for defining the healing and healed ulcer. 


5. The merits of unrestricted diet in peptic ulcer are enumerated with 
reference to medical methods which permit its use. 


6. The importance of approaching the problem of peptic ulcer in terms of 
amount of hydrochloric acid to be neutralized per day is accentuated, particu- 
larly in complications and short-history gastric ulcer. 


7. The inadvertent healing of peptic ulcer in three categories is outlined. 


8. Personal interview follow-up on 1,278 patients shows that most of this 
group remained healed three or more years and evidence is given which ex- 
cludes them from a “healing by accident” group. 
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DIscussION 


Dr. Louis Ochs, Jr. (New Orleans, La.):—I should like to make this com- 
ment. I know Dr. Marshall well enough to say this. I think that in Cleveland, 
especially around his office there are more people with ulcers than we have bed 
pans around Charity Hospital. 
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Secondly I am sure that patients who are allowed alcohol, who have an 
ulcer, even if they don’t get well in a hurry, are certainly the happiest bunch 
of ulcer patients in the country. 


Dr. William C. Jacobson (New York, N. Y.):—How about smoking? 
Dr. Ochs:—He said he allowed alcohol and tobacco. 


Dr. Edward A. Marshall (Cleveland, Ohio):—There has never been any- 
thing in favor of smoking elevating acid printed except the paper from Chicago 
some years ago—almost all papers agree that it doesn’t make any difference. 
There was one paper out of Chicago which claimed it made a little difference, 
about so much, and if you used a filter on your cigarette it was a little bit less. 
Smoking means nothing in peptic ulcer. 


Dr. Ochs:—If the patient is taking pills around the clock, he is not going 
to have much time to drink, anyway. (Laughter ) 


Dr. Marshall:—I have heard of pills washed down with beer; it is all right. 
They don’t have any symptoms, so it is all right. 


You know, we have been led into this diet idea by the patient, who has 
found something that disagrees with him because he is living with an open 
ulcer and he tells the doctor, and the doctor says, “That is not good for an ulcer 
patient,” and finally he has a diet. The patient gets up in the morning and eats 
his breakfast and has a cigarette. On his way to the office he has two more. He 
gets to the office and doesn’t feel well, and therefore he says that cigarettes 
are no good for ulcer, and that is the reason cigarettes have been eliminated, 
so far as I know. 


Dr. Theodore S. Heineken (Glen Ridge, N. J.):—Suppose he misses some ol 
his tablets—what do you do, provide an alarm clock so he will be reminded to 
take them? 


Dr. Marshall:—There are clocks available which buzz in the pocket and 
warn the patient every half-hour; however, these people get “clocks in their 
heads”. You know, 90 per cent of our patients we classify as anxious to please, 
and they will do almost anything for you. Some are sloppy and don't take 
tablets when they are told to take them. They are told: “You are starting your 
treatment today. Come back in two months and we will see,” and we keep it 
going for six months and then say, “Now you are going to be discharged. You 
will get your ulcer back in two or three months. Maybe next time you will get 
religion.” 


ars 


USE OF HYPAQUE (BRAND OF DIATRIZOATE SODIUM) 
AS CONTRAST MEDIUM IN GASTROINTESTINAL EXAMINATION® 


BENJAMIN O. MORRISON, M.D. 
TIMOTHY J. HALEY, M.D. 
ARTHUR R. PAYZANT, M.D. 
GEORGE A. GENTNER, M.D. 

and 
JOSUE PAGAN-CARLO, M.D. 
New Orleans, La. 


INTRODUCTION 


The use of Hypaque (brand of diatrizoate sodium) in gastrointestinal 
examinations is not a new procedure. Pirkey, Davis and Huang’ performed a 
series of roentgenographic examinations with this medium on children in a 
Louisville hospital. They found that it could be used with greater ease in chil- 
dren due to lesser viscosity and ability to disguise taste. They found that it was 
nonabsorbable and nontoxic, and would produce no shock or irritation. Unlike 
barium, it contained no particulate matter. Small tracheoesophageal fistulas 
were demonstrated more frequently because of the lower viscosity. They were 
better able to visualize the pyloric segment in pyloric stenosis. It could be used 
in varying concentration (35 to 70 per cent) without unfavorable reaction. 


While Hypaque is not the first iodine compound tried, it is the first water- 
soluble iodine compound used in this country. Moore et al*, in England, dem- 
onstrated that a water-soluble iodine compound (Visciodal) could be intro- 
duced into the gastrointestinal tract with a Levin tube. Bleeding and perforat- 
ing ulcers were identified. This method was used in enough cases (a series 
of 35) to assess its value either in perforation or bleeding. The ulcer niche was 
constantly demonstrated in bleeding gastric ulcers and duodenal perforations. 


Jeffers, Samuels and Kjellberg® also demonstrated that Diodine, a water- 
soluble iodine preparation, previously used for arteriography and urography, 
could be introduced into the peritoneal cavity without harm. 


METHOD 


Two ounces (60 c.c.) of Hypaque mixed with a small amount of grape 
juice for flavoring only was administered to each of 38 patients on the gastro- 
intestinal services of Touro Infirmary. Some had either previously had barium 
or received barium at a later date. Patients were examined both in supine and 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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TABLE I 


Symptoms 


X-Ray Findings 
Barium 


X-Ray Findings 
Hypaque 


Remarks 


Burning pain 
in stomach 
on and off 
since 1950; 
sometimes re- 
lieved by 
food. 


1950—Deformed 
bulb. No definite 
crater. 11/30/56— 
Deformed bulb. 
No definite crater. 


4/6/56—De- 
formed duodenal 
bulb. No definite 


crater. 


Satisfactory examination 
with Hypaque and barium. 


Epigastric 
distress and 
loss of 
weight. 


4/18/55—Ques- 
tionable filling de- 
fect in base of 
bulb. 6/1/55— 
Polypoid thicken- 
ing of folds of 
bulb. 


3/12/56— 
Negative. 


Advantage of barium over 
Hypaque in bringing out 
mucosal relief. 


Pain in stom- 
ach, intermit- 
tently. 11 
years’ dura- 
tion. 


4/2/56—Deformed 
bulb. Pseudo- 
diverticulum. 


6/28/56—Marked- 
ly deformed bulb. 
Pseudodiverti- 


culum. 


Satisfactory examination 
with Hypaque. 


Vomiting and 
epigastric 
pain 3 
months. 


10/29/56—Pyloric 
obstruction. Bari- 
um would not pass 
through the 
pylorus. 


11/5/56—Hy- 
paque passed 
the pylo- 
rus and een 
an ulcer crater at 
base of bulb, or 
adjacent pylorus. 


Advantage of 7 over 
barium in revealing ulcer 
crater and passing through 
stenosed pylorus. 


Epigastric 
pain. 


11/7/56—Gastric 
ulcer 1 c.c. in di- 
ameter, lesser 
curvature. 


12/7/56—After 
medical therapy 
no ulcer crater 
revealed. 


Ulcer, probably healed, not 
to be visualized with 


Hypaque. 


Intermittent 
epigastric 
pain 6 mos. 


11/21/57—Thick- 
ened rugal folds. 
Malrotation small 
bowel. 


2/5/57—Thick- 
ened rugal folds. 
Malrotation small 
bowel. 


Satisfactory examination 
with Hypaque and barium. 


Pain in stom- 
ach, weight 
loss. 


12/54—Prepyloric 
ulcer. Duodenal 
diverticula. 


6/11/56—Prepylo- 
ric ulcer. Duode- 
nal diverticula. 


Satisfactory examination 
with Hypaque and barium. 


Epigastric 
pain. 


2/20/57—Small 


hiatal hernia. 


4/22/57—Small 
hital hernia. 


Satisfactory examination 
with Hypaque and barium. 


Difficulty in 
swallowing 
and vague 
chest pain. 


1954—Duodenal 
ulcer. Question- 
able prepyloric ul- 
cer. 11/2/56— 
Duodenal diverti- 
culum. No ulcer. 


4/30/56—Duo- 
denal diverti- 
culum. No ulcer. 


Satisfactory examination 
with Hypaque and barium. 
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TABLE I 


(Continued) 


Symptoms 


X-Ray Findings 
Barium 


X-Ray Findings 
Hypaque 


Remarks 


. | Nausea, vom- 


iting, and ab- 
dominal pain. 


7/10/56—Antral 
gastric ulcer, 4 cm. 
in diameter. 
12/18/56—No 
ulcer crater. 


10/9/56—No ulcer 
crater seen. 


After medical management 
no ulcer demonstrated with 
either Hypaque or barium. 


Gastro- 
intestinal 


bleeding. 


Esophageal hiatal 
hernia. Hypertro- 
phic gastritis of 
the fundus of the 
stomach. 


Negative. 


No ulcer demonstrated with 
either barium or Hypaque. 
Hiatal hernia and gastritis 
not demonstrated with 


Hypaque. 


Feeling of 
fullness after 
eating. 


2/14/52—Antral 
gastritis. 


1/7/57—Antral 
astritis. De- 
ormed bulb. 


Satisfactory examination 
with Hypaque and barium. 


Epigastric 
burning. 


10/25/56—Hiatal 
hernia. Thickened 
rugal folds. Irrita- 


ble duodenal bulb. 


10/25/56—Hiatal 
hernia. Thickened 
rugal folds. Irrita- 


ble duodenal bulb. 


Strongyloides stercoralis 
found on stool examination. 
Film studies with Hypaque 
were of comparable Salle 
to barium but fluoroscopi- 
cally not as satisfactory. 


Epigastric 
pain 3 yrs. 


1953—Hiatal 
hernia. 1954— 
Hiatal hernia. 


11/2/56—Hiatal 
hernia. 


Satisfactory examination 
with Hypaque and barium. 


Epigastric 
fullness 
10 yrs. 


2/27/56—Thicken- 
ing of rugal folds. 
9/13/56—Minimal 
deformity of the 
bulb. 


4/13/57—Minimal 
deformity of the 
duodenal bulb. 


Satisfactory examination 
with Hypaque and barium 
but air contrast unsatisfac- 
tory with Hypaque. 


Nausea and 
vomiting. 


2/19/57—Small 
hiatal hernia. 


2/17/56— 
Negative. 


Advantage of barium over 
Hypaque but hiatal hernias 
are not always visualized 
especially small ones (repair 
hiatal hernia 1942). 


Epigastric 
burning. 


9/16/56—Hiatal 
hernia, 2 cm. in 
diameter. Duode- 
nal diverticulum. 


Duodenal diverti- 
culum. Hiatal her- 
nia not demon- 
strated with 


Hypaque. 


Pain in stom- 
ach 5 yrs. 


1952-1956— 
Negative. 


11/19/56— 
Negative. 


Disadvantage of Hypaque 
over barium in making out 
hiatal hernia and diverti- 
culum. 


Satisfactory examination 
with Hypaque and barium. 


Indigestion. 
Pain over pre- 
cordium. Di- 
arrhea imme- 
diately after 
eating. 


4/19/56—Mild an- 
tral gastritis. 
5/8/57—Hiatal 
hernia. Mild hy- 
pertrophic gastri- 
tis. Irregularity of 
due 
to scarring. 


5/5/57—Small hi- 
atal hernia. Mild 
hypertrophic 
tritis. Minima 
scarring of pre- 
pyloric area. 


Mucosal pattern not as well 
demonstrated with Hypaque 


as with barium. 
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TABLE I (Continued) 


Case 


Symptoms 


X-Ray Findings 
Barium 


X-Ray Findings 
Hypaque 


Remarks 


20. A.N. 


Age 51 
WF 


Zi, 
Age 50 
WE 


22. F.D. 


Age 63 
WM 


23. J.H. 
Age 43 
WM 


Abdominal 
pain and 
bloating. 


Dysphagia 
and indiges- 


_ tion. 


Pain in upper 


abdomen. 


Incisional 
hernia. 


Pain in stom- 


h for 3 mos, 


Pain in stom- 
ach. Vomit- 
ing intermit- 
tently 3 vrs. 


Vomiting 
2 days. 


Vomiting, 
abdominal 
cramps 


hours. 


Epigastric 
pain. 


Mild hypertrophic 
gastritis. 


Normal gastro- 
intestinal series. 


7/19/57—Thick- 
ened rugal folds. 
Hypertrophic gas- 
tritis. 


10/8/57- Prepvlo- 
ric scarring from 
old ulcer. 


2/3/58—Dia- 


phragmatic hernia. 


5/18/57—Partial 
obstruction upper 
small bowel. 


Diverticula of 
colon. Mild hyper- 
trophic gastritis. 


1/4/57—Negative. 


6/12/57—Gastro- 
intestinal series 
with Hypaque fails 
to reveal the site 

of perforation in 
the gastrointes- 
tinal tract. 


Normal gastro- 
intestinal series. 


9/26/57 


Negative. 


8/26/57—Prepy- 
loric scarring from 
old ulcer. 


11/30/57—Nar- 
rowed pyloric seg- 
ment. Operation 
for hypertrophic 
py loric stenosis. 


10/27 /57—Hy- 
paque adminis 
tered and reveals 
localized obstruc- 
tion proximal 
ileum. 


1/7/58—Minimal 
irregularity of dis- 
tal esophagus. 
Stomach and duo- 
denum negative. 


Adequate demonstration 
with Hypaque of loops ot 
jejunum, 


Diverticula of colon demon- 
strated with Hypaque but 
not with barium. 


Advantage of barium over 
Hypaque in bringing out 
mucosa relief, 


Satisfactory examination 
with Hypaque and barium 


Excellent visualization of 
obstruction with 


Satisfactory demonstration of 


obstruction with Hypaque 


Satistactory examination 
with Hypaque and barium 
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TABLE I (Continued) 


Symptoms 


X-Ray Findings 


| Barium 


X-Ray Findings 
Hypaque 


Remarks 


30, A.M. 


WE 


33. R.M. 


Age 
7 weeks 


WM 


34. FC. 
Age 53 
WE 


35. E.P. 


38. R.L. 


Age 42 
WE 


Epigastric 
distress. Oc- 
casional pain 
in region of 
the xiphoid 
process. 


Indigestion 
and epigastric 
distress for 

2 mos. 


Cramping 
sensation in 
lower abdo- 
men. Active 
duodenal ul- 
cer one yr. 
ago. 


Vomiting 
| after eating. 


Epigastric 
pain follow- 
ing food in- 

| gestion, 


Epigastric 
distress. 

| Heartburn 

| and indiges- 
tion after all 
meals, 


Vomiting 
with fecal 
material 3 
days. Disten- 
tion and ab- 


2/20/57—Dia- 


phragmatic hernia, 


Small hiatal her- 
nia. Mild hyper- 
trophic gastritis. 


Negative. 


| Duodenal diverti- 
culum. 


| Gastric ulcer, py- 


| 
lorus. Considerable 


scarring and de- 
formity of the 
antrum. 


dominal pain. 


Indigestion, 
Nausea at 
| times. Bloat- 
| ing, 


Nausea and 


| vomiting. 


10/29/57—Hyper- 
trophic gastritis. 
Diaphragmatic 
hernia. Deformed 
| duodenal bulb. 


| 4/10/58—Hyper- 
| trophic gastritis. 


Small diaphrag- 
matic hernia. 


Small hiatal her- 
nia. Mild hyper- 
trophic gastritis. 


Negative. 


4/17/58—Pyloric 
istenosis with com- 
| plete obstruction 
of the stomach. 


Duodenal diverti- 
culum. 


Small diaphrag- 
matic hernia. Con- 
siderable deform- 
ity in region of py- 
loric canal. Duode- 
nal diverticulum. 


Markedly distend- 
ed stomach and 
upper small bowel. 


4/7/58—Normal 
esophagus stom- 
ach and duo- 
denum. 


| 4/12/58—Hyper- 
trophic gastritis. 


Satisfactory examination 
with Hypaque and barium. 


Satisfactory examination 
with barium and Hypaque. 


Satisfactory examination 
with Hypaque and barium, 


Advantage of Hypaque in 
visualizing pyloric seg: ont. 
Barium should not be aamin- 
istered at this age with his- 
tory of vomiting because of 
danger of aspiration. 


Satisfactory examination 
with Hypaque and barium. 


Advantage of Hypaque over 
barium for visualization of 
duodenal diverticulum and 
diaphragmatic hernia. 


Satisfactory demonstration 
of obstruction due to 
incarcerated femoral hernia. 


Hernia not demonstrated 
with Hypaque. 


Satisfactory examination 


Hypaque and barium. 
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Fig. 1—Flat plate of the abdomen taken 25 minutes after the oral intake of Hypaque grape 
juice mixture. This shows rapid transit of the contrast medium to the rectum 


A large ulcer crater near the base of the duodenal bulb and adjacent to the pylori 
canal. The ulcer was not revealed with a routine barium meal due to obstruction at 
the pyloric canal, but the Hypaque solution passed through 
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upright positions and the same technic used in barium studies was followed with 
the Hypaque. All who received this mixture found it palatable. Only a few 
complained of diarrhea which persisted for a period of 24 hours. None experi- 
enced any impactions or constipating effects such as occur occasionally with 
barium. 


The above cases mentioned were not selected but chosen at random, all 
exhibiting some variety of gastrointestinal complaint. 


COMMENT 


In many cases Hypaque proved as effective as barium showing both 
advantages and disadvantages. 


Fig. 3—A case of hypertrophic pyloric stenosis in an infant. Note the elongation and narrow- 
ing of the pyloric canal associated with a large filling defect consistent with hyper- 
trophy of the muscle in the region of the pyloric canal. This case was verified at 
operation. 


The advantages were as follows: 


1. In cases of pyloric obstruction, stenosing ulcers of the pylorus, and 
hypertrophic pyloric stenosis, the Hypaque could more readily pass the nar- 
rowed and deformed pylorus and reveal the lesion (Cases 4 and 27). 


2. Adequate demonstration of the site of small bowel obstruction was 


obtained with Hypaque (Case 20). 


3. Avoided formation of fecal impaction in elderly people because of rapid 
transit time and solubility. This obviates long delay in diagnosis and makes 
surgical intervention possible in a shorter period of time. 
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Morrison et al—Use of Hypaque in Gastrointestinal Examination 
The disadvantages were as follows: 


1. Lack of adherence to the rugal folds of the stomach make it difficult to 
visualize the mucosal pattern. This same lack of adherence makes it impossible 
to obtain adequate double contrast films of the duodenal bulb. 


2. Bitter taste unless disguised with a palatable agent; that is, grape juice. 


Fig. 4—A small amount of Hypaque solution trapped in the prestenotic loop of small bowe! 
in the case of acute intestinal obstruction. Fairly exact localization of the level of 
the obstruction was possible preoperatively. 


3. Hiatal hernias infrequently demonstrated with Hypaque (Case 16) 


4. Diarrhea of short duration is occasionally experienced with administra- 
tion of Hypaque (Case 2). 


3: Cost, Hypaque is much more expensive than barium. 
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SUMMARY OF GASTROINTESTINAL SERIES PERFORMED WITH HyPAQUE 


Todate, Hypaque, mixed with grape juice, has been administered to 38 
patients and a gastrointestinal series was then performed. In all of the cases 
examination with barium was also done. The solution of Hypaque was found 
to be palatable and the only reaction which occurred was the production of 
diarrhea. This, however, was in only a few cases. 


« 
Fig. 5—Plain film of the abdomen shows suggestive findings of early intestinal obstruction 
with one or two mildly distended loops of small bowel with fluid levels. 


Hypaque was found to be valuable in cases of pyloric obstruction. In one 
case, an ulcer crater was demonstrated at the site of the obstruction, whereas, 
only a few days previously, the barium mixture could not pass through the site 
of obstruction. 


On the other hand, Hypaque was inferior to barium for routine gastro- 
intestinal series. It will not outline the mucosal folds and its lack of adherence 
to the mucosa is a definite drawback during fluoroscopy. The use of gum-acacia 
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or starch would increase viscosity of solution and make possible demonstration 
of gastric and duodenal mucosal folds. 
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Discussion 


Dr. Josue Pagan-Carlo (New Orleans, La.):—Dr. Morrison said that the use 
of the barium meal is standard for the routine investigation of the gastro- 
intestinal tract by means of x-ray; this is generally accepted. Another advantage 
of this Hypaque solution is in cases of intestinal obstruction in which the 
Hypaque, due to its rapid transit through the patient, can be given through a 


Miller-Abbott tube, and 15 minutes later the site of obstruction can be located. 
The Hypaque collects in the prestenotic loop of bowel and the surgeons have 
the advantage of knowing ahead of time where the obstruction is. 


In other cases, for example, when the patient is being intubated due to 
intestinal obstruction; in the fluoroscopy we use a small amount of Hypaque to 
outline the duodenum and the duodenal bulb when the tube is in the pyloric 
canal; in this way we can direct the tube to pass into the duodenum. The 
Hypaque solution given the patient; if operation is performed does not present 
any particular kind of problem to the surgeon because it is a soluble compound 
and is not a suspension of insoluble particles like barium sulfate. Surgeons nor- 
mally like to operate in a clean bowel, and if you give a patient with obstruc- 
tion a moderate barium meal, you get the stomach and intestines full with 
barium; surgeons do not appreciate this. 
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GASTROINTESTINAL MECHANICAL AND ELECTRICAL ACTIVITIES 
AFTER GASTRECTOMY® 


HENRY COLCHER, M.D. 
EDMUND N. GOODMAN, M.D. 
and 
GEORGE M. KATZ, M.E.E. 
New York, N. Y. 


Many efforts have been made to elucidate the causes of the so-called 
“dumping syndrome”. Conflicting statements can be found in the literature on 
almost any aspect of this problem. Numerous theories have been advanced, and 
many suggestions made, for the prevention and management of the various 
symptoms grouped under this diagnosis. The purpose of this presentation is to 


Fig. 1—Triple lumen tube with balloon and six electrodes. 


call attention to certain mechanical and electrical findings in a group of 54 
patients who underwent partial gastrectomy for peptic ulcer. This is an exten- 
sion of a pilot study reported previously'. 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 

From the Departments of Surgery and Medicine, Columbia University College of 
Physicians and Surgeons, New York. Aided by grants from N.I.H., Rothschild Research Gift, 
and James O. McCue Research Gift. ; 
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MATERIAL AND METHODS 


This group of patients comprised 42 men and 12 women. Subtotal gastrec- 
tomy was performed 2 months to 21 years prior to the electrogastrographic 
studies. They all underwent gastric resection, 50 per cent or more, by standard 
technics as listed in Table I. Most of these operations were performed by 
members of the surgical staff of the Presbyterian Hospital. A few patients came 
from other institutions. 

The methods for recording volume-pressure changes and the electrical 
activity of various sites of the gastrointestinal tract have been described pre- 
viously*. 


MAA 


DUODENAL 


QUODENAL (sane) 


Fig. 2—Unit No. 1342.15. Typical pattern recorded from asymptomatic patient 


A small rubber balloon is mounted on a triple lumen tube (Fig. 1). Five 
silver discs, 4 mm. in diameter are applied to the balloon in such a manner 
as to make a 1 mm. contact with the gastric or intestinal mucosa when the 
balloon is inflated. The electrode leads pass through one of the lumens. A sixth 
electrode consists of a chloridized silver bead contained in a small glass recep- 
tacle filled with saline and plugged with cotton. Electrical contact with the 
mucosa is made through this saline medium. The lead passes through a seond 
lumen. A larger but essentially similar type electrode is applied to the forearm 
The potentials from several sites are simultaneously recorded with reference 
to this arm electrode. The balloon is inflated in the stomach or intestine with 
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TABLE I 


RELATING TO MECHANICAL AND ELECTRICAL ACTIVITIES 


Clinical Diagnosis 


of Dumping 


Case Number 
Unit Number 
~ Age at Time 
of Operation 
Diagnosis 
Type of 
Operation 
Follow-up 
(Years) 
Location of 
Balloon 
(% in) 
Rhythmic 
Pressure 
Changes 
Electrical 
Activity 
EGG 
Interpretation 
Comments 


Pouch 

Intestine 
Frequent 
Intestine 


Less 


16.00 89 |M| 51) D.U. | HLH. 5 | 100| 
16 4457 |M|55|G.U. |H.H. 3.5 | 50 | 50 


0158 37 |M|63/D.U.|H.H. |: 50 | 


| 
991128 |M/52)D.U.|H.H. | 60 | 40 


94 6213 |M|77|D.U. | BL V. 2 | 100) 0 
07 80.94 |M | 37) D.U. | | 80 | 20 
| 135 80 33 |} (G.U. 0.2) 0, 20 
135 1252 | 


77 78 04 


78 73 35 


23 03 90 


95 73 98 45 |D.U. | Dtt | Laennec’s 
| cirrhosis 
| 


342019 |M 5: 1H. 20) | R N | 


741797 : R N Cholecys- 
| tectomy 
134215 |F >.U. | 2 | N | 


77 75 65 | 


92 31 33 |! 


131 48 42 
30 64 31 


96 O01 10 


86 39 27 


72 1080 
13173 89 


410 | 
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23 | F BL 1 80 20) | 0) R |R IN | 


Colcher et al—Mechanical and Electrical Activities after Gastrectomy 


TABLE I (Continued) 


Data RELATING TO MECHANICAL AND ELECTRICAL ACTIVITIES 


pretation 


in) 


Clinical Diagnosis 
omments 


Case Number 
Unit Number 
Age at Time 
of Operation 
of Dumping 


Location of 


Diagnosis 
Operation 
Follow-up 
(Years) 
Balloon 
Rhythmic 


Type of 
(% 


Intestine 
Frequent 


= 


67 44 82 |! 
71 63 39 
73 39 98 | 


20 88 90 
| 133 87 77 


95 13 85 | 


03 52 94 

$4 25 86 

77 90 09 |} 2 D.U. | H. V. Stomal 
| 
active 


116719 
88 76.85 


20 63 91 
69 96 39 
73 28 42 


70 44.88 PP. | 2 


27 32 74 
132 63 52 


21 62 58 | 


132 6751 |F 
89 13.44 
1380295 |F 155 /D.U. Chalecvs 
tectomy 
L957 


26 07 67 73) D.U.| HLH. 
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25 | 1/41 | D.U. |P. | 5050/0 /0/R 
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| | | | act. 

| | 
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| | | | act. 
30 | 
31 | 
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TABLE I (Continued) 


Data RELATING TO MECHANICAL AND ELECTRICAL ACTIVITIES 


Number 
Unit Number 
Diagnosis 
Type of 
Operation 
Follow-up 
(Years) 
of Dumping 
Rhythmic 
Pressure 
Changes 
EGG 
Interpretation 
Comments 


Case 
Clinical Diagnosis 


“Age at Time 
of Operation 


Intestine 
Intestine 


608191 |M 


7 | 1375619 |F 


26 97 37 | F | 
46 81 01 


17 69 74 


09 19 12 | 


$481 15 


87 24 65 


Diagnosis: 

D.U.—Duodenal ulcer 

G.U.—Gastric ulcer 

M.U.—Marginal ulcer 

G.E.—Gastroenterostomy 

Type of Operation: 

H.H.—High gastrectomy with gastrojejunostomy—Hoftmeister 
H.—50% gastrectomy with gastrojejunostomy—Hofmeister 
P.—50% gastrectomy with gastrojejunostomy—Polya 

A—anterior 
P—posterior 

B.1.—Bilroth I 

V.—Vagectomy 


Clinical Diagnosis of Dumping: 

O—Asymptomatic 

I—Mild transient symptoms 

II—Moderate symptoms 

Ill—Severe, incapacitating symptoms 
Electrical Activity: 

R—Regular rhythmic activity 

IR—Irregular rhythmic activity 

S| IR—Regular rhythmic activity mixed with brief periods of irregularity 


Electrogastrographic Interpretation: 
N—No suggestion of dumping 
Dt—Abnormal record, at times resembling the dumping pattern 
Dtt—Markedly abnormal—considered characteristic of “dumping” 


| | | 

46, | G.U. | P.P. 1I8 |O | 50,50,0 0/R RON 

(440 02,0 | 5050/0 |R ON 
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‘ | | 
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53) 45 | 50,50) + | O IR 

| 

54 | 51 /D.U. | 0.4.0! 80/20! +/0/R |R ON 
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approximately 100 ml. of air through holes in the third lumen. It is then con- 
nected to a Statham gauge for recording intraluminal pressure changes. The 
electrical output of the Statham gauge is likewise recorded simultaneously with 
the electrogastrogram by means of a modified six channel Offner recorder. 


The location of each electrode was established radiologically. In the intact 
stomach two types of electrical potential are recorded?. With the chloridized 
silver electrodes and the saline junctions both in the stomach and on the fore- 
arm a steady potential is recorded corresponding to what is commonly referred 
to as the D.C. potential. The normal gastric mucosa is always negative with 
respect to the skin. The recording, in addition, presents a rhythmic change of 
potential that is referred to as the A.C. potential. When recorded from the lower 


PRESSURE wad 


JEJUNAL (sacine) 


3—Unit No. 77 7804. Typical pattern recorded from a patient with dumping symptoms 


half of the stomach it shows waves at a rate of 3 cycles per minute. In the 
fundus it is usually much faster, 18 to 20 waves per minute. Similiarly, the 
duodenum and jejunum have a rhythmic potential at a rate of IS to 22. per 
minute”. 


Although there are many gaps in our knowledge as to the significance ot 
the gastric and intestinal electrical activities it is generally accepted that the 
D.C, potential corresponds to mucosal activity and can be influe — by anoxia 
and drugs that affect the secretory activity of the mucosa. The . . potential 
probably corresponds to the neuromuscular activity of the ecmeiaate tract. 
The pressure recordings represent volume changes caused by a composite of 
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both intra- and extraluminal factors. Respiratory changes and other artifacts can 
be isolated from changes due to gastric or intestinal activities but such a large 
balloon, inflated with 100 ml. of air, gives only gross information as to such 
activities. When rhythmic changes of 3 waves per minute are observed, it is 
fair to interpret them as created by gastric peristalsis. In most patients the 
balloon carrying the electrodes entered the duodenum or the jejunum to various 
distances. Radiological estimates of the distribution of the balloon between the 
gastric pouch and the small intestine were noted. 


RESULTS 
Data relating to mechanical and electrical activities in this group are pre- 


sented in Table I. Since criteria for the diagnosis of dumping have not been 


TABLE II 


SUMMARY OF CLINICAL DIAGNOSIS AND ELECTROGASTROGRAPHIC INTERPRETATION 
Electrogastrographic Diagnosis 


Total 


Group O é 4] 
Group I 


Group II 


Group III 


4 


Total 


standardized we have adopted a classification similar to those of Pulvertaft® 
and Saikku and Halonen’. The patients are classified in 4 groups: 


Group 0:—Patients who have become essentially asymptomatic within one 
month after partial gastrectomy. They may have had a few distressing experi- 
ences when normal feeding was resumed but have made rapid adjustment to 
regular meals. 


Group I:—Patients who have had minor dumping symptoms for a somewhat 
longer period (more than one month) or who had to forego certain foods in 
order to avoid postprandial distress. 


Group II;—Patients with mild to moderate symptoms, having persisted for 
months or years, often relieved by lying down. Such symptoms have compelled 
the patie nts to make many adjustme nts in their ways of eating, resting after 
meals, or other changes in order to avoid or control the numerous symptoms. 


; 
| | 
| 
| | | 
} | 
- | - | 
| | | 
45 3 6 54 
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Group II1:—Patients who have become incapacitated to the point of need- 
ing continuous Care. 


— 2 represents a typical pattern of mechanical and electrical activi- 
ties seen in patients who belong to group 0. This patient underwent subtotal 
gastrectomy with gastroduodenostomy for gastric ulcer four years prior to this 
study and has remained asymptomatic. The pressure recording shows the respi- 
ratory artifacts and a rhythmic change at the rate of 3 waves per minute. This 
is fairly synchronous with the typic: al 3 per minute electrical waves recorded 
best with the electrodes labelled ° ‘gastric’. Note the faster electrical waves in 
the fundus and in the duodenum. This type of regular pattern was seen in 
recordings classified as group N (nondumpers ). 


Figure 3 shows a typical recording obtained in patients who had various 
degrees of the dumping syndrome. Note the marked irregularity of the electrical 
activity as recorded from the stomach and the small intestine. 


In both groups, the electrical patterns observed were not influenced by 
vagectomy, location of the ulcer or the type of anastomosis. Rhythmic pressure 


changes were observed in patients in both groups even in some with vagectomy. 


Table IL, summarizing the data, shows good correlation between the clinical 
diagnosis and the electrogastrographic interpretation. 


COMMENT 


The findings in this group of 54 patients indicate a markedly abnormal 
electrical activity of either the gastric pouch, the small intestine, or both, 
patients with symptoms considered to represent the dumping syndrome. Atten- 
tion is therefore called to the possible role of either inflammatory processes or 
disturbed function of both the gastric remnant and the anastomosed portion 
of the small intestine. A great amount of additional work is needed in order 
to assess the various conclusions of numerous authors as to the behavior of 
the gastric pouch and the small intesine. A few of these unanswered questions 
will be reviewed in the hope of stimulating research in this field. 


Is the gastric remnant an inactive conduit'* incapable of producing  peris- 
taltic waves or does the pouch assume gradually both reservoir and peristaltic 
functions as suggested by our findings of pressure volume changes with a 3 pet 
minute rhythm? 


Does the gastric emptying play a role in the development of dumping 
symptoms? Do the “dumpers” dump? Do they flood the small intestinal tract 
at a much faster rate than patients without these distressing symptoms? Or do 
all gastrectomized patients distribute the ingested food at a similar rate? With 
similar emptying time, are the symptoms a function of the tolerance of the 
small intestinal tract to the partly digested food and all subsequent changes 
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in the intestinal contents? Or are the symptoms a function of extraintestinal 
pre cesses? 


In reviewing the abundant literature of the past 45 years one can find data 
to support opposing answers to all these questions'®". 


The present electrogastrographic studies indicate an abnormal behavior of 
the gastric pouch and of the adjoining small intestine in patients who present 
the “dumping syndrome”. The nature of these local changes needs further in- 
vestigation. 


SUMMARY AND CONCLUSIONS 


The electrical and mechanical activities of the gastric pouch and the adjoin- 
ing duodenum or jejunum were studied in 54 patients who underwent partial 
gastrectomy for peptic ulcer. 


Asymptomatic patients have regular electrical waves, whereas patients with 
the dumping syndrome present erratic electrical activity. These findings may 
reflect the functional differences between the two groups of patients. 


Rhythmic pressure changes at a rate of 3 waves per minute were recorded 
from the gastric remnant in 15 patients. 
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Discussion 


Dr. M. E. Steinberg (Portland, Ore.):—Every approach to this complicated 
problem is important. | wonder, however, if we all speak the same language 
when we talk about “dumping”. 


Personal experience with remedial operations on 56 patients who have 
undergone a sum total of 160 gastric operations presents convincing evidence 
that a number of symptoms which are frequently attributed to dumping are 
not at all due to the effects of precipitate passage of gastric ingesta on the 
efferent small bowel loop. 


The term “dumping stomach” was first used by Mix in 1922. He reported 
a case history of a female patient who since her gastroenterostomy complained 
of nausea and vomiting followed by pain in the epigastrium and in the left 
hypochondrium. The vomitus consisted of bile and mucus. These attacks always 
came on about midnight and lasted a half an hour or so and then disappeared. 
The pain radiated from right to left and up the left shoulder. Vomiting gave 
some relief. The patient also induced vomiting by taking bicarbonate of soda. 
The Rehfuss tube, which was kept in the stomach for four hours, failed to 
produce “a single drop of fluid”. Again quoting from Mix’s original paper, “This 
did not coincide with her story of vomiting of food, and it was apparent that 
the test meal had passed clear through her stomach.” Also as soon as the barium 
was swallowed it passed from the stomach into the bowel. The patient ceased 
vomiting after the gastroenterostomy was dismantled. According to Mix the 
precipitate evacuation of the barium swallow from the stomach into the in- 
testine through the gastroenterostomy “disclosed the diagnosis and the whole 
story”. He concluded that his patient suffered from a “dumping stomach”. Since 
then the term “dumping stomach” has become widespread among clinicians. 


These symptoms recorded by Mix which were experienced by his patient 
with a gastroenterostomy cannot, however, be identified as those which are 
characteristic of dumping malfunction in spite of the precipitate evacuation of 
the barium swallow. The case history reported by Mix is clearly diagnostic of 
one of the mechanisms causing reflux. Since the bilious vomiting in Dr. Mix’s 
patient always came on at night, it is likely that the recumbent position facili- 
tated copious reflux into the gastric pouch of stagnant duodenal secretions from 
an over-distended duodenojejunal loop. 


Dr. Colcher and his associates have made a most worthwhile contribution. 
This, however, is only one facet of a perplexingly complicated problem. 


In discussing the phenomenon of dumping it is well to recall the following 
quotation from Hamlet: 
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“There are more things in heaven and earth, Horatio, than 
are dreamt of in your philosophy”. 


Dr. Henry Colcher (New York, N. Y.):—Thank you, Dr. Steinberg. I am 
sure it is extremely important to define what is “dumping”. In the paper we 
give the classification of “dumping” as it was more or less accepted, I believe, 
among the Scandinavians and British. 


Basically, the “dumpers” are patients who, following gastrectomy continue 
to present, even after two to three months, symptoms; such as epigastric fullness, 
various types of abdominal discomfort and vasomotor changes, namely, perspi- 
ration, tachycardia or other numerous functional symptoms. These manifesta- 
tions will disappear when the patient lies down or by restricting certain foods, 
whether in quality or in quantity. 


I believe, this kind of classification will eliminate all people who have 
various postgastrectomy symptoms but who do not present the “dumping” 
syndrome. 


Only a week ago, we had an unusual case of a woman with persistent 
diarrhea that started about two years after gastrectomy. She was sent to the 
clinic with the diagnosis of “severe dumping”. Actually this patient had func- 
tional diarrhea not related to meals and should not have been called “a 
dumper”. 


This proves that Dr. Steinberg’s point is important. The criteria should be 
established and people should discuss the same type of disease when “dumping” 
is discussed. 
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SEGMENTAL ULCERATIVE COLITIS—CLASSIFICATION; 
REPORT OF NINE UNUSUAL CASES 


EDWARD J. KURT, M.D.° 
Toledo, Ohio 
and 
CHARLES H. BROWN, M.D.t 
Cleveland, Ohio 


INTRODUCTION 


The term “segmental ulcerative colitis” heretofore has been applied to cases 
of ileocolitis—involvement or retrograde involvement of the terminal ileum*”’. 
We believe that the term segmental ulcerative colitis is applicable only to those 
cases in which the disease, when first diagnosed, is restricted to a segment or 
to a portion of the colon. This definition excludes conditions in which the 
rectum or ileum is involved and ileocolitis. This terminology differs from that 
of others'’, who include in their series some cases of ileocolitis and some cases 
with retrograde involvement of the terminal ileum. 


Neuman, Bargen and Judd’, in a review of 201 cases of segmental ulcera- 
tive colitis, included 45 cases (22.4 per cent) in which there was retrograde 
involvement of the terminal ileum. Manning, Warren and Adi* also excluded 
all patients with involvement of the rectum, but included patients with second- 
ary involvement of the terminal ileum of a “lesser extent than that of the colon”. 
In their series of 25 patients, 76 per cent had involvement of the terminal ileum. 


Yarnis, Marshak, and Crohn® have shown that in the syndrome of ileocolitis 
there is concurrent involvement of the terminal ileum and colon in a nonspecific 
or granulomatous process. They state: “It therefore appears that regional ileitis 
may be associated with ulcerative colitis or ‘granulomatous’ [segmental] colitis. 

the combinations of the two diseases may take place simultaneously 
(synchronous) or may occur in sequence (metachronous).” They further point 
out that “although the granulomatous nature of the lesion in the ileum could 
be identified fairly accurately, it was difficult to determine radiologically 
whether the alterations in the colon were ulcerative or granulomatous in nature.” 


The pathology of segmental ulcerative colitis has been studied by Neuman 
and Dockerty?, who have shown that “microscopically the lesion is nonspecific 


*Formerly Fellow in the Department of Gastroenterology. 

tMember of the Staff, Department of Gastroenterology, the Cleveland Clinic Founda- 
tion, and Assistant Professor of Gastroenterology, The Frank E. Bunts Educational Institute, 
Cleveland, Ohio. 

From the Department of Gastroenterology, The Cleveland Clinic Foundation, and The 
Frank E. Bunts Educational Institute, Cleveland, Ohio. 
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subacute and chronic granulomatous inflammatory process involving the entire 
thickness of the wall. . . . Gross mesenteric lymphadenopathy is seen only 
occasionally and it is never marked. Focal granulomas are present in the mesen- 
teric lymph nodes, but the granulomatous nature of the lesion is not as uni- 
formly apparent nor as marked as in the wall of the intestine.” 


We believe that the terminology of these entities should be clarified. There- 
fore, we propose the following: 


A. Those patients who have ulcerative colitis primarily, but who have 
minimal (backwash) ileitis should be classified as having chronic ulcerative 
colitis with involvement of the terminal ileum. 


B. Those patients who have regional enteritis primarily, but with extension 
to the colon, should be classified as having regional ileitis with secondary colitis. 


C. The indeterminate group, for which it is not possible to discover 
whether the disease either started or is more severe in the small or the large 
intestine, should be classified as having ileocolitis. 


D. Those patients who when first seen have disease in only a segment of 
the colon and none in the terminal ileum or the rectum should be classified 
as having segmental ulcerative colitis. 


Use of the foregoing classification by clarifying the disease in terms of the 
extent of involvement can be helpful in interpreting published reports. In addi- 


tion, the classification can be of help in evaluating results of treatment reported 
and in prognosis. For example, our patients who have ulcerative colitis without 
involvement of the ileum have a better prognosis than those with “backwash 
ileitis”; those who have regional ileitis without involvement of the colon have a 
better prognosis than those with extension to the colon; and those who have 
ileocolitis have a poor prognosis. 


It is the purpose of this paper to review the literature briefly and to report 
on nine patients with true segmental ulcerative colitis as we have defined it. 
The aspects that we discuss are: 1. the incidence of this condition; 2. the re- 
sponse to medical and to surgical treatment; 3. whether the unusual segmental 
type in time becomes universal, involving the entire colon and rectum; and 
4. whether, when surgery is indicated, local resection of the diseased segment 
is sufficient, or whether total colectomy is necessary for cure. 


INCIDENCE 


True segmental ulcerative colitis is rare. According to the records of 
patients with ulcerative colitis examined at this clinic from 1940 to 1958, nine 
patients have had disease that satisfies our definition. During that period 
approximately 150 patients with ulcerative colitis were operated upon and over 
1,000 patients with chronic ulcerative colitis were observed. The incidence of 
segmental colitis at this clinic is considerably lower than that reported in the 
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literature. We believe that this discrepancy is due to our rigid definition of the 
term and strict adherence to the definition. Cases in which involvement of the 
terminal ileum was questionable (and such involvement occurs frequently in 
cases of right-sided colitis) were excluded. 


SUMMARY OF CASES 


Case 1:—A 43-year old man developed severe, persistent, cramping pain in 
both lower quadrants in March, 1953. Stool examinations and findings on proc- 
tosigmoidoscopy to 94 inches were normal. Roentgenograms made after barium 


Case 1. Segmental colitis involving a portion of the descending colon (barium 
enema), There was no recurrence during the five vears after segmental resection. 


enema showed evidence of spasm, and an irregular outline and distortion of the 
mucosal pattern of the descending colon, suggesting inflammation. A segmental 
resection with a primary end-to-end anastomosis was done. The pathologic 


findings were severe, localized, chronic ulcerative colitis, segmental in_ type; 


the tissue at both lines of resection was free of disease (Fig. 1). 


An interview in February, 1958 (59 months after surgery) indicated that 
the patient has been entirely asymptomatic and has one or two stools a day. 
During the five years this patient has been followed, the colitis has not recurred. 
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Case 2:—A 44-year old woman was examined first in February, 1946. She 
had intermittent episodes of bloody diarrhea since 1935; in that year a diagnosis 
of ulcerative colitis was made elsewhere. Findings from our proctoscopic ex- 


amination to 10 inches were normal. X-ray films after barium enema showed 
evidence of ulcerative colitis involving most of the colon, but not the rectum, 


a small portion of the sigmoid colon, or the terminal ileum. The patient was 
given intensive medical therapy (without steroids) and obtained complete relief 
of symptoms. Roentgenograms made in 1955 and 1956 have shown some in- 
creased straightening, narrowing and shortening of the sigmoid and ascending 
portions of the colon and loss of haustral markings, but the terminal ileum has 
remained uninvolved (Figs. 2a and 2b). 


Fig. 2a ‘ig. 2b 


2a—Case 2. Filled colon, showing straightening and narrowing of entire colon except the 
cecum and rectosigmoid portions. 

2b—Evacuation film showing changes similar to those in Fig. 2a. The rectosigmoid and 
the ileum appear normal. 


This patient has been followed for 144 months. Despite some extension 
of colitis evidenced by roentgen films, the patient has remained clinically well 
and asymptomatic since starting medical therapy. 


Case 3:—A 60-year old man was examined first in February, 1950. He had 
had ulcerative colitis for the preceding two years; for the preceding six months 
he had from 10 to 12 stools with pus and mucus daily and had lost 35 pounds 
in weight. He was considered to be “toxic”. Proctoscopic examination showed 
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no evidence of chronic ulcerative colitis. Roentgen films made after barium 
enema indicated an extensive inflammatory process involving the sigmoid and 
associated with a sinus tract; an irregular, contracted portion of the transverse 
colon distal to the hepatic flexure seen by fluoroscopy was described at surgery 
as an area of segmental ulcerative colitis. Because of sepsis during the two 
weeks following admission, a transverse loop colostomy was done. The surgeon 
described a huge inflammatory mass associated with perforation and abscess 
at the site of extensive diverticulitis of the sigmoid colon. The symptoms per- 


Fig. 3 Fig. 4 


3—Case 3. Diverticulitis of sigmoid colon, with probable perforation of a diverticulum 
(barium enema). The narrowing of the right transverse colon was believed by the 
surgeon and the roentgenologist to indicate segmental colitis. After a loop colostomy 
for diverticulitis and an inflammatory mass in the pelvis, the colitis extended to the 
entire colon. 

4—Case 4. Right-sided colitis with involvement of the cecum and the ascending colon 
there is no evidence of ileitis or disease in the remainder of the colon (barium 
enema 


sisted after surgery. Barium enema studies indicated extension of the disease, 
and proctoscopic examination eventually revealed typical ulcerative colitis. 
Arthritis developed and the patient continued to have blood and pus in the 
stools and to lose weight. A subtotal colectomy with end-ileostomy was_per- 


formed in September, 1950. Pathologic findings were chronic ulcerative colitis 


of the entire colon with fistula formation and slight sarcoid reaction; the termi- 
nal ileum was normal. Following colectomy, the patient had no symptoms of 
colitis, but he died because of heart disease in June, 1953 (Fig. 3). 
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The patient was followed for 40 months. Before treatment was begun the 
chief symptoms were probably caused by diverticulitis and abscess. At that 
time, however, the ulcerative colitis involved only a portion of the transverse 
colon. Seven months after a transverse loop colostomy was carried out for what 
was thought to be the primary disease (diverticulitis and abscess), ulcerative 
colitis extended to the entire colon and rectum, necessitating subtotal colectomy. 


Case 4:—A 44-year old woman was examined first in March, 1951. She had 
been having from 10 to 15 liquid stools daily for the previous two years. Find- 
ings on several stool examinations and proctoscopic examinations were normal. 


Fig. 5 Fig. 6 
5—Case 6. Narrowing of the distal transverse colon. Segmental resection was done. but 
segmental colitis recurred and necessitated total colectomy. 
6—Case 7. Involvement of the entire colon except the rectosigmoid and ascending 
portions (barium enema). A previous x-ray film indicated involvement of only 10 
inches of colon. Patient was given medical treatment; within 6 months there was 
improvement as indicated on roentgenograms 


Roentgenographic evidence after barium enema indicated an inflammatory 
process of the cecum and ascending colon, but a normal terminal ileum. The 
patient was given an empiric course of antiamebic therapy and medical treat- 
ment for chronic ulcerative colitis, including one of the sulfonamides and 
oxytetracycline. Examinations were made at frequent intervals. The patient 
herself stopped medical treatment periodically and marked exacerbations devel- 
oped. Because of her inability to continue medical treatment regularly and 


because of the recurrence of the symptoms, a right colectomy with end-to-end 


anastomosis was done in June, 1953. The pathologic finding was subacute inflam- 
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mation of the cecum with no involvement of the terminal ileum. The post- 
operative course was uneventful (Fig. 4). 

The patient was last examined in January, 1957. She was having eight stools 
a day, probably because of the previous hemicolectomy. Roentgen films after 
barium enema showed evidence that the remaining colon, the ileocolic anasto- 


mosis, and the ileum were normal. 


This patient was followed for 70 months. She had symptoms of ulcerative 
colitis since 1949, and examination in 1951 showed evidence of right-sided 


« 


Fig. 7—Case 8. Ulcerative colitis involving most of the transverse and descending colon 
Following colectomy and ileoproctostomy multiple fistulas developed and an end- 
ileostomy and a resection were required. 


colitis. She responded to medical therapy, including two courses of antiamebic 
therapy; however, she periodically discontinued treatment, and developed re- 
peated recurrences. In 1953 a right colectomy was done; there was no involve- 
ment of the terminal ileum. Four years after surgery there was no evidence 
of recurrence. 


Case 5:—A 48-year old woman was examined first in September, 1951, 
because of the loss of 11 pounds (from 100 to 89 pounds), colicky abdominal 
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pain, and increasing constipation during the previous four weeks. Results of 
warm-stool and proctoscopic examinations were negative. Roentgen films after 
barium enema showed evidence of loss of mucosal pattern, narrowing of the 
lumen, and shortening of the colon extending from the upper sigmoid to the 
cecum, but a normal terminal ileum. Medical therapy without steroids was 
given. Four months later she had regained the weight lost, and bowel function 
was normal. Six years later (February, 1958) she still was asymptomatic. 


This patient has been followed for 77 months. Her presenting symptoms 
were constipation and cramps rather than diarrhea, but she had ulcerative 
colitis involving all of the colon except the rectum and sigmoid. She responded 
to medical treatment and has been asymptomatic for more than six years. 


Case 6:—A 21-year old man had been discharged from the army because 
of ulcerative colitis six months before examination here in June, 1952. During 
the four months preceding examination he had episodes of vomiting, lower 
abdominal cramping and diarrhea (from 7 to 10 stools a day). He had lost 23 
pounds. Proctosigmoidoscopic findings were normal. X-ray studies showed evi- 
dence of a normal small intestine, but after barim enema showed segmental 
narrowing, irregularity, and abnormal mucosal pattern and polypoid hyperplasia 
from the mid-transverse to the mid-descending colon. In July, 1952, a segmental 
resection with a primary end-to-end anastomosis was done. The pathologic 
diagnosis was ulcerative colitis, segmental in type, of the transverse and de- 
scending portions of the colon (Fig. 5). 


The patient’s condition improved for 7 months; then diarrhea recurred. 
Roentgen films indicated a narrowed segment of the colon at the site of the 
previous anastomosis, suggesting recurrence. By August, 1954, the patient's 
symptoms had progressed. X-ray films showed evidence of shortening of the 
ascending colon, probably involvement of the terminal ileum, and a narrowed, 
ulcerated segment about 10 inches long connecting the hepatic flexure to the 
sigmoid colon. In September an abdominoperineal resection, a total colectomy 
and an end-ileostomy were done. Following surgery the patient recovered satis- 
factorily; when last examined (February, 1958), he had gained weight, was 
working, and felt well. 


The patient had been followed for 69 months. Severe, recurrent, universal 
colitis with involvement of the terminal ileum followed segmental resection 
for the condition originally diagnosed as segmental colitis. Although the colon 
that was not resected in the first operation appeared grossly normal to the 
surgeon, perhaps it also was already involved at that time. 


Case 7:—A 22-year old man first was examined here in November, 1956, 
because of “colitis” of 18 months’ duration. Findings on roentgen films made 
elsewhere in July, 1955, indicated colitis with involvement of 10 inches of 
bowel. He had diarrhea (seven stools a day, occasionally bloody ), and had lost 
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40 pounds in weight. Proctoscopic findings did not indicate ulcerative colitis. 
Roentgen films after barium enema showed evidence of shortening and narrow- 
ing of the entire colon, but the terminal ileum and rectosigmoid appeared 
normal. The patient improved steadily with medical treatment (without. ster- 
oids ). Roentgenograms made in March, 1957, showed evidence of some im- 
provement and proctoscopic findings were normal. At the time of his last 
examination in May, 1957, he continued to be well (Fig. 6). 


This patient was followed for six months. Diagnosis was originally made 
on x-ray evidence. At that time there was involvement of 10 inches of colon. 
More than one year later, the colitis involved all of the colon except the rectum 
and a portion of the sigmoid. He responded to medical treatment by relief of 
symptoms and there were corresponding changes in the appearance of roentgen 


films. 


Case 8:—A 39-year old woman was examined first in December, 1950. She 
had had recurrent episodes of diarrhea (as many as 30 stools daily) since 1945 
Findings on proctoscopic and stool examinations were normal. Roentgen films 
after barium enema showed evidence of an inflammatory process involving the 
distal one-third of the transverse and upper portions of the descending colon 
the remainder of the colon and the terminal ileum appeared normal. Medical 
therapy, including two courses of antiamebic drugs, was given despite the fact 
that findings on stool examinations were normal. The patient became free of 
symptoms for periods of from two to three months, but had relapses. In October, 


1951, friability of the mucosa was demonstrated on proctoscopic examination. 


The patient reque ‘sted surgery because of recurring episodes of incapacitating 
diarrhea, and at that time a subtotal colectomy with an ileosigmoidostomy was 
done. The pathologic findings were chronic ulcerative colitis and edema at tly 
distal line of resection. The ileum was normal. 


One and three years following surgery (January, 1952, and May, 1955 
the patient had episodes of obstruction which responded to conservative medical 
treatment. In July, 1955, she developed an obstruction that necessitated surgery. 
A small, violin-type band had completely obstructed the ileum at the site of 
the ileosigmoidostomy. The postoperative course was uneventful. In October, 
1955, she developed a rectovaginal fistula, and in March, 1956, multiple peri 
rectal fistulas indicative of recurrent colitis. An end-ileostomy and an abdomino- 
perineal resection were done in March, 1956. She was last examined in August 
1957, and at that time was asymptomatic and apparently in good health (Fig. 7 


The patient was followed for 81 months. The friability of the rectal mucosa 
just prior to the first operation (ileosigmoidostomy ), and the edema of the 
mucosa at the distal line of resection probably indicated involvement of the 
rectum and sigmoid colon, although grossly they appeared normal to the sur- 
geon. The rectum and sigmoid were not involved when the patient was first 
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examined. The development of the fistulas indicated recurrence of active ulcera- 
tive colitis. 

Case 9:—A 37-year old woman was examined first in March, 1951, because 
of the sudden onset of bloody diarrhea one month previously. Proctoscopic find- 
ings were normal, but roentgenograms after barium enema showed evidence 
of involvement of the descending and upper sigmoid colon. On medical treat- 
ment, the patient improved but had occasional mild diarrhea, gas and bloating. 
Two years later, roentgenograms after barium enema appeared similar to those 
made at the time the patient was first examined, and proctoscopic findings were 
normal. 

Except for rare and minor exacerbations, the patient has continued to 
be well with medical treatment. Proctoscopic findings seven years after the 
onset of disease were normal; at the same time, roentgenograms after barium 
enema indicated improvement and there was return of haustral markings 
the descending colon, although it still appeared somewhat smooth. 


The patient was followed for 86 months. The descending colon alone was 
involved. Medical therapy resulted in relief of symptoms and improvement in 
in the appearance of the colon according to roentgen study. 


Resutts Or TREATMENT 

The average period of follow-up was five years and nine months. The 
longest period of follow-up was 12 years, and the shortest was six months. 

Medical treatment was given initially to seven of the nine patients. Three 
(Cases 5, 7, and 9) improved, had relief of symptoms, and had no extension 
of disease. Barium enema studies of the colons of two patients indicated changes 
toward a normal appearance. A fourth patient (Case 2), treated only medically, 
has shown roentgen evidence of slow but definite progression of disease, but 
has remained asymptomatic and clinically well. Three of the seven patients 
treated medically (Cases 4, 6, and 8) did not improve or had relapses and 
required surgery. 

Five of the nine patients underwent surgery—three after medical treatment 
had failed, and two after initial examination at this institution. Segmental 
resection of the involved colon was done in three patients, with good results 
in two; one patient (Case 1) has been free of disease and asymptomatic for 
five years following segmenti ! resection of the descending colon with a primary 
end-to-end anastomosis; another (Case 4) has been well for four years follow- 
ing a right hemicolectomy for right-sided colitis without involvement of the 
ileum or rectum; in a third patient (Case 6) subjected to a segmental resection 
with a primary end-to-end anastomosis the disease has progressed steadily and 
eventually necessitated a total colectomy with an end-ileostomy and an abdom- 
inoperineal resection. This is the only patient of this series who had involve- 
ment of the terminal ileum. 
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One patient (Case 8), after subtotal colectomy and ileosigmoidostomy, re- 
quired further surgery for obstruction caused by a band of adhesions. Follow- 
ing the second operation, multiple fistulas developed, necessitating total colec- 
tomy, abdominoperineal resection, and end-ileostomy. A transverse loop colos- 
tomy for diverticulitis of the sigmoid colon was performed on a fifth patient 
(Case 3). At the time of surgery an area of segmental ulcerative colitis just distal 
to the hepatic flexure was noted roentgenologically and by the surgeons. The 
colitis progressed to involve the entire colon and rectum and caused arthritis 
in addition to colonic symptoms. Following subtotal colectomy with end-ileosto- 
my the patient remained well until 33 months later when he died from acute 
pulmonary edema associated with arteriosclerotic heart disease. 


COMMENT 


The treatment of segmental ulcerative colitis has been reviewed extensively 
by others'*+°.”, The confusion in terminology noted invalidates many reviews, 
as some of the authors were not discussing true segmental colitis as here defined. 
In addition, much of the literature was written prior to the advent of recent 
medical and surgical therapeutic measures. The case reports in the preceding 


section illustrate that the course of this disease may vary from a prompt response 
to conventional medical treatment to a fulminating process eventually necessi- 
tating total colectomy. 


Our series and those of others indicate that no one mode of treatment is 
effective for all patients. We believe that segmental ulcerative colitis should be 
treated in much the same way that the more common chronic ulcerative colitis 
is treated. Intensive and continuous medical management should be given ade- 
quate trial*:'°. Steroidal therapy may be helpful, but there is disagreement con- 
cerning the value of steroids in ulcerative colitis. Other measures, including rest, 
high-protein, high-caloric diets, supplemental vitamins, nonabsorbable sulfona- 
mides, antibiotics, and “common-sense” psychotherapy have been outlined previ- 
ously*"", The rarity of this type of colitis makes it difficult to collect data on a 
large number of patients, but we believe that medical treatment should be given 
an adequate trial before considering surgical intervention. 


Because of the bizarre involvement of the colon, all patients with segmental 
colitis should have several warm-stool examinations. A thorough course of anti- 
amebic therapy is indicated even when the findings are negative. If adequate 
medical management fails to effect a remission, surgical intervention is indicated. 
Banks, Korelitz and Zetzel’, referring to the segmental form of the disease, stated, 
“. that there is rarely justification for an internal shunt without resection in 
the surgical treatment of segmental colitis, and 2. that, if surgery is indicated at 
all, subtotal colectomy rather than local resection is the procedure of choice.” 
Our surgical experience with segmental ulcerative colitis does not completely 
agree with the latter part of that statement, as two of our three patients improved 
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after segmental resection. We believe that the basic principles of surgical treat- 
ment are the same for the segmental type as for the common universal type of 
chronic ulcerative colitis—namely, total excision of the diseased colon. Seg- 
mental excision with end-to-end anastomosis should be done first; we believe 
that it is advisable to leave some of the colon, despite the fact that the disease 
may recur. 


With a segmental resection, normal function and use of the bowel and 
rectum are preserved. At surgery it should be ascertained by the use of frozen 
sections that the tissues at the lines of resection are free of disease’, as an anas- 
tomosis of diseased bowel is prone to poor healing, the development of “leak”, 
recurrence of the disease, and other complications. The failure of ileosigmoidos- 
tomy in one patient may have been due to unrecognized involvement of the 
rectum and sigmoid at the time of operation (the rectal mucosa was friable, and 
pathologically the mucosa at the distal line of resection showed edema). 


It is physiologically wasteful to remove normal bowel, with subsequent loss 
of bowel function as in subtotal colectomy with ileostomy, when removal of 
only the diseased bowel, as in segmental resection, might suffice. The two 
patients in our series who have improved after segmental resections would not 
have been so happy with subtotal colectomy and ileostomy and the loss of 
normal bowel function. 


We feel that in selected cases the operation of choice is segmental resection 
with removal of all diseased bowel. Later, if there is recurrence or extension of 
the disease, more extensive surgery such as subtotal colectomy with ileostomy 
may be done. We believe that the first operation should be the simplest proce- 
dure that might result in cure and still maintain, if possible, normal bowel func- 
tion. If progress is not satisfactory after segmental resection, and severe, incapac- 
itating recurrences develop, a more extensive operation (total colectomy) may 
yet be done. If the rectum is not involved, and even if there is widespread 
involvement of the colon, a subtotal colectomy with ileoproctostomy, avoiding 
ileostomy and preserving rectal function, can and should be done. 


SUMMARY 


Segmental ulcerative colitis has been defined to include only that type of 
colitis that is limited to a segment or a portion of the colon with no involvement 
of the terminal ileum or the rectum. In published reports many cases of so-called 
segmental ulcerative colitis have been included in which the ileum was involved 
(ileocolitis or right-sided ulcerative colitis with retrograde involvement of the 
terminal ileum); this has brought about confusion as to the definition of the 


entity. 


Nine patients with segmental ulcerative colitis have been observed at the 
Cleveland Clinic and are discussed. Our incidence of patients with segmental 
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colitis, as compared to the incidence of patients with all types of ulcerative 
colitis, is approximately one per cent. 


Of seven patients treated medically four made satisfactory progress, while 
in three the disease progressed and required surgery. 


Of the nine patients five underwent surgery and in all good results were 
achieved, although some patients required more than one operation. Two of three 
patients in whom segmental resections of the involved areas were done had no 
recurrence of colitis in four and five years. 


We believe that medical treatment should be given initially. If the disease 
fails to respond to adequate medical therapy and/or there is progression of the 
disease, surgical treatment is indicated. 


Surgical treatment should remove completely the diseased tissue, but at 
the first operation preservation of normal bowel (i.e. segmental resection) is 
advisable. If there is incapacitating recurrence, subtotal colectomy with ileoproc- 
tostomy or total colectomy with end-ileostomy may be done subsequently. 
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COMPARATIVE ACCURACY OF STANDARD 
AND TUBELESS GASTRIC ANALYSIS 
IN THE DIAGNOSIS OF DUODENAL ULCER 


CASIMIR A. DOMZ, M.D. 
and 
CLEOPHA L. HOAG, B.A. 
Santa Barbara, Calif. 


Most duodenal ulcers can be readily diagnosed on the basis of a careful 
history and adequate roentgenographic study. In patients with atypical histories 
and equivocal x-ray findings, analysis of the gastric contents may supply 
welcome diagnostic aid. 


Although measurement of gastric acidity by titration of aspirated stomach 
contents has been in clinical use for over 60 years, adequate standards for the 
test were established just 25 years ago by Vanzant. In her analysis of almost 
6,000 Ewald tests, utilizing the acidity value obtained one hour after a carbo- 
hydrate meal, she found that even though hypersecretion was the rule in 
patients with duodenal ulcer, the range of normal was so great that no reading 
could be pathognomonic of any disease’. 


Progressive refinements in technic have steadily raised the accuracy of in- 
tubation tests in the diagnosis of duodenal ulcer. Musick* et al, titrated ten- 
minute fractional samples of gastric juice aspirated for 60 minutes after a 500 
mg. oral dose of caffeine and found that 94 per cent of 34 ulcer patients 
secreted more than 300 mg. of hydrochloric acid whereas only 8 per cent of 74 
controls did so, for a total error of only 14 per cent. 


Employing similar technic but using 50 mEq. of hydrochloric acid per liter 
of gastric juice as the dividing value, Roth* found 14 per cent false positive 
results in 62 control patients, and 7 per cent false negative results in 82 
duodenal ulcer patients. 


Littman’ employed a single aspiration 90 minutes after caffeine and found 
that 82 per cent of normals secreted less than 25 mEq. per liter of free acid, 
whereas only 2 per cent of duodenal ulcer patients had secretory responses 
below this level, for a combined error of 20 per cent. 


Also using a caffeine test meal, Raimondi® found that 78 per cent of ulcer 
patients responded with prolonged gastric secretion. He pointed out that the 
caffeine and the carbohydrate test meals give essentially the same information: 
gastric stimulation in an ulcer patient is followed by hypersecretion for ab- 
normally long periods. 


From the Sansum Clinic Research Foundation and the Santa Barbara Cottage Hospital, 
Santa Barbara, Calif. 
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Levin, Kirsner and Palmer’? demonstrated that hypersecretion occurs at 
diagnostically higher rates in duodenal ulcer patients even without stimulation. 
Measuring one-hour basal secretions, they found that only 1 of 222 patients with 
duodenal ulcer failed to secrete free acid in all four 15-minute periods, whereas 
50 per cent of normals and 75 per cent of gastric ulcer patients had at least 
one period of anacidity. 


TABLE I 


MopIFICATIONS OF TUBELESS GASTRIC ANALYSIS 
DisCRIMINATORY ACCURACY IN DUODENAL ULCER 


Number of Upper limit % of Patients 
Test Patients ts with Hyperacidity 
uinine in 


Modification “pu N Specimen Urine) DU| N 


I 2nd hr. 200 meg. 65 | 32 

Control period 1 hr. 
Collection at 2 4th hr. 200 meg. é 36 
and 4 hrs. 


4 hr. total 400 mcg. 36 


II 
Control period 90 min. 
Collection at 90 min. 90 min. 150 mcg. 


Ill 2nd hr. 200 mcg. 

Control period 90 min. 
Collections at 2 4th hr. 200 meg. 
and 4 hrs. 

4 hr. total 400 mcg. 


IV 
Control period 2 hrs. 
Collection at 1 hr. ; 150 meg. 


While intubation gastric analysis can provide diagnostically useful informa- 
tion it is heartily disliked by most patients and flatly rejected by some. The 
tubeless gastric analysis, devised by Segal* in 1950, obviated these objections. 


Multiple studies have established that tubeless gastric analysis is for prac- 
tical purposes as accurate as intubation analysis in supplying an answer to the 
question of whether or not the patient can secrete hydrochloric acid®*™. In a 
small percentage of patients acid secretion can be detected by intubation fol- 
lowing histamine when the caffeine tubeless analysis indicates achlorhydria’’. 
Recent modification of the tubeless test material with substitution of the blue 
dye, Azure A, for the fluorescent quinine indicator has eliminated the need for 
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a fluorophotometer without sacrificing the accuracy of the test in detecting 


Most observers, have agreed that no quantitative relationship can be shown 
between the amount of indicator-ion (quinine or Azure A) excreted in the urine 
and the acidity of the aspirated gastric juice measured as clinical units or as pH. 
Donovan and Tighe'*, however, reported a straight line relationship between 
urinary quinine excretion in the tubeless test and the mean values for aspirated 
acid expressed in a single figure representing both volume and concentration 
of acid. They implied that the tubeless method could yield quantitative data 
even in hypersecretory states. This possibility was explored by Galambos and 
Kirsner'® utilizing the Azure A test, and they were unable to find any correla- 
tion between the amount of hydrochloric acid secreted after betazole (Histalog) 
and the amount of indicator-ion which appeared in the urine. 


TABLE II 


STANDARD EWwALp TEsT 
DISCRIMINATORY ACCURACY IN DuODENAL ULCER 


% of Patients 
with Hyperacidity 
(Over 40° Free HCl) 


Group DU 


Males age 20-49 24 


Males age 50-80 40 


Females age 20-80 26 


To explore the possibility of devising a tubeless gastric analysis productive 
of quantitative data which would be useful in differentiating duodenal ulcer 
patients from normals, we studied several modifications of the original technic 
described by Segal. Quantitative determinations of indicator-ion excretion were 
performed on urine specimens collected at varying intervals after a caffeine 
meal. The study was begun prior to the time Azure A resin became available 
and the quininium resin was employed throughout for the sake of consistency. 


Our results are set forth in Table I. It can be seen that maximal discrimi- 
nation between duodenal ulcer patients and normals was obtained with the 
test (Modification I) in which a one-hour control period was followed by urine 
collections at two and four hours (time elapsed after ingestion of the resin). 
In the first urine specimen, collected two hours after resin ingestion, approxi- 
mately twice as many duodenal ulcer patients, as compared to normals, ex- 
ceeded the cutoff value of 200 micrograms quinine excretion. This held true 
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for the second hour, fourth hour, and four-hour total values, which would 
indicate that little was gained by extending the collection period. 


It has been repeatedly demonstrated**> that most duodenal ulcer patients 
secrete hydrochloric acid at a high level for two hours or longer (“plateau 
phenomenon” ). This contrasts sharply with normals who may reach high levels 
briefly, but subside quickly to baseline level. We modified the tubeless test to 
comprise a longer control period in which, presumably, acid secretions follow- 
ing the caffeine stimulus would subside in normals. Administration of the resin 
at a later point in time might be expected to detect the high plateau secretion 
characteristic of duodenal ulcer patients. In Test II the control period was 90 
minutes, with a 90-minute urine collection. A discriminatory advantage of only 
18 per cent was achieved. 


In Test III, urine collections were made two and four hours after a 90- 
minute control period. A 32 per cent discriminatory advantage was obtained 
with the values for the four-hour total quinine excretion, 80 per cent of ulcer 
patients showing hyperacidity as compared to 48 per cent of normals. 


Extending the control period to two hours, in Test IV, gave a discrimina- 
tory edge of only 18 per cent in favor of duodenal ulcer patients. 


Because of the small number of ulcer patients studied with Test modifica- 
tions II and IV, statistically significant conclusions cannot be made. 


Comparison between the two statistically significant studies, Tests I and 
III, shows that neither achieved a discrimination of over 35 per cent, and that 
even this is achieved with the simpler test (I) employing a one-hour control 
period and a two-hour urine collection. 


A comparative analysis was next made of the diagnostic value of a standard 
intubation test (Ewald) in duodenal ulcer patients. The test employed was 
identical with the one used by Vanzant'. The highest obtained free acid value 
was recorded for 100 ulcer patients and 100 controls in each of three groups: 
females, males under 40 years of age, and males over 40 years of age. The male 
patients were divided into two age groups because of the decline of average 
acidity values with advancing age in males’. Results of this analysis are set 
forth in Table II. 


It can be seen that the discriminatory capacity of the standard Ewald test 
in patients with duodenal ulcer is approximately of the same order as the best 
modification of the tubeless gastric analysis (Test I), i.e., hyperacidity occurred 
twice as frequently in ulcer patients as in normals. With 40 degrees of free 
acid as the upper limit of normal (in this clinic), hyperacidity was found in 90 
of 300 ulcer patients, and in 50 of 300 normals. Others”® consider 45 degrees of 
free acid as the upper limit of normal, and to test the validity of our results, 
the Ewald data were reanalyzed, using 50 degrees as the cutoff value. The same 
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relative incidence (2 to 1) of hyperacidity was found, with 53 ulcer patients 
and 26 normals exceeding the cutoff value. 


An interesting aspect of the Ewald test results was the difference in the 
discriminatory value in ulcer patients relative to the age and sex of the patients. 
The incidence of hyperacidity was the same in duodenal ulcer and in normals 
for the young males (under age 50). In males over 50 years of age hyperacidity 
was twice as frequent in those with ulcer, and in females hyperacidity was more 
than three times as frequent in ulcer patients. Comparable significant analysis 
of the tubeless test results was precluded by the smaller number of patients 
studied. 


COMMENT 


It would appear that the standard Ewald test and the various modifications 
of the tubeless gastric analysis fail to provide reliably quantitative information 
regarding the characteristic hypersecretion of hydrochloric acid in duodenal 
ulcer patients. This failure is probably due to variation in gastric emptying time, 
a critical factor which is neither controlled nor measured in these tests. 


SUMMARY 


Several modifications of the tubeless gastric analysis were evaluated in 


duodenal ulcer patients and in normal controls. The results were compared to 
those obtained with a standard intubation test (Ewald). Neither the Ewald 
nor the tubeless tests appeared sufficiently accurate to be clinically helpful in 
distinguishing ulcer patients from normals. It seems probable that gastric 
analysis can provide diagnostically useful information in patients with duodenal 
ulcer only if one of the more precise intubation technics**>’ is employed. 
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TREATMENT OF NONSPECIFIC, AFEBRILE DIARRHEAS 
WITH DONNAGEL 


IRWIN W. WINFIELD, M.D.° 
East Orange, N. J. 


One of the frequent problems encountered in the management of diarrhea 
is the failure of many medications to relieve the discomfort brought about by 
abdominal cramps that often accompany the more severe cases. While otherwise 
effective, the usual preparation containing kaolin and pectin, for example, has 
little or no effect on cramps simply because it does not include an agent with 
antispasmodic action. 


Recently, the writer was afforded an opportunity to test—over a nine-month 
period—a combination of kaolin and pectin with belladonna alkaloids’, available 
under the trade name of Donnagel®t. It proved to be unusually effective both 
in controlling diarrhea and in relieving cramps in a total of 104 cases (62 males 
and 42 females) of nonspecific diarrhea in patients ranging in age from 5 to 76 
years. 


Forty-four of these cases, ranging from 5 to 66 years, were treated in the 
observer's private practice, either at home or in the office. An additional 33 
cases ranging from 31 to 76 years were seen in the Medical Clinic of St. 


Barnabas Hospital in Newark, N. J. The remaining 27 cases were students 
attending the Newark (New Jersey ) Colleges of Rutgers University and were 
from 17 to 29 years of age. They were seen in the University’s Student Health 
Department. 


All 104 cases were treated as out-patients and were given prescriptions for 
the above medication to be taken as directed at home. Duration of symptoms 
ranged from eight hours to approximately two weeks and were of varying 
severity. 


The Donnagel{ dosage recommended by the manufacturer was prescribed 
in the majority of cases, namely: one to two tablespoons (15 to 30 cc.) every 
four hours for adults and one to two teaspoons every four hours for children 
over 1 year. In excessive diarrheas, however, this dosage was prescribed after 
each bowel movement. In general, medication proved to be more effective if 


*Asst. Att. Physician, Medical Department, Hospital of St. Barnabas and for Women 
and Children, Newark, N. J.; Staff, Newark Presbyterian Hospital; Director, Student Health 
Services, Newark Colleges of Rutgers University. 

tManufactured by A. H. Robins Co., Richmond, Va. 

{Donnagel contains the following components per 30 c.c. (fluid ounce); kaolin, 6.0 gm.; 
pectin, 142.8 mg.; dihydroxy aluminum amino acetate, 0.25 gm.; hyoscyamine sulfate, 0.1037 
mg.; atropine sulfate, 0.0194 mg.; hyoscine hydrobromide, 0.0065 mg.; phenobarbital, 
16.2 mg. 
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taken on a fairly empty stomach, before rather than after meals. Except as noted 
elsewhere in this re port, Donnagel was the only medication administered. 


ETIOLOGY 


As many of my colleagues will confirm, it is often impossible to establish 
the etiology of diarrhea. Patients are sometimes unwilling to admit over- 
indulgence in food or alcohol or are unaware of a recent psychic disturbance. 


Yet any of these factors may bring about a severe attack of diarrhea. In many 
instances, however, the writer was able to determine causes and these are 


reported below. 


Sixteen cases were complicated by upper respiratory infections of varying 


severity which pointed strongly to a virus etiology. Twenty-two of the cases 


treated at the U niversity were seen during the period of final examination and 


their diarrhea was felt to be completely psychoge nic in origin. 


Many of the patients seen at the St. Barnabas Medical Clinic were of ad- 
vanced age and diarrhea was frequently caused by nutritional inadequacies. 


These patients were usually given supplemental vitamins either parenterally or 


by mouth and placed on a moderately restricted, low-residue diet. 


RESPONSE TO TREATMENT 


Ninety of the the course of the 


diarrhea and continued with their normal routine, while 14 were ill enough to 


104 cases were ambulatory throughout 


require bed rest at home. No cases were hospitalized, although it was consid- 


ered in one instance. 


It might be said that the student group produced the best results when 
medicated with Donnagel as all responded very rapidly after therapy was in- 


stituted. In fact, symptoms disappe ared quite dramatic: ally after the ingestion 


of from one to five doses of one table ‘spoon at four- hour intervals. 


In 28 cases complicated with severe abdominal cramps, results were again 
dramatic, as 26 reported almost complete relief after 2 to 6 doses of medication. 


In certain instances, patients reported cessation of cramps before the diarrhea 
had ended. 


Two five-year old children, with diarrhea of varying severity’, were treated 
at home. One child had been ill for approximately four and the other for ten 


days. The latter case, when first seen, was quite de hydrated and hospitalization 


was considered. Within 12 hours after institution of the ‘rapy, however, the child 


was able to retain fluids without difficulty. The frequency of bowel movement 


in this period dropped from 8 to 3 with only a single movement in the succeed- 


ing 12-hour period. The medication proved so effective that hospitalization was 


unnecessary. 
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DuRATION OF TREATMENT 


Treatment required for cessation of diarrhea varied from approximately 8 
hours to 7 days. The latter period was required by a patient 67 years of age 
with many psychogenic factors as well as a severe avitaminosis. He finally 
responded and began to have normal stools after approximately 7 days of 
treatment. 


Six cases treated at the St. Barnabas Medical Clinic were seen in consulta- 
tion by the Proctology Department within 24 hours of their first visit. They 
were sigmoidoscoped for an average distance of 25 cm. and several of the re- 
ports indicated marked hyperemia of the bowel mucosa with small areas of 
ulceration in 2 cases. These 2 cases were proctoscoped again upon subsidence 
of symptoms. The hyperemia originally noted was considerably abated and the 
areas of ulceration were not seen. These were not considered as cases of ulcera- 
tive colitis but rather secondary hyperemia resulting from the diarrhea. 


Eleven cases seen in private practice had been taking a preparation con- 
taining only kaolin and pectin for as long as 4 days before presenting them- 
selves for treatment with only moderate improvement in symptomatology. They 
were advised to stop their original medication and were changed to Donnagel 
in the usual dosage. Within 24 hours, relief was dramatic in 9 of the 11. The 
other 2 cases in this group required a period of 4 days of medication before 
control of the diarrhea was achieved. 


In only 8 patients was any supplemental medication necessary to effectuate 
a complete return to normal bowel habits. Five of these were over 60 years of 
age and camphorated tincture of opium was administered in teaspoonful dos- 
ages to supplement the Donnagel, after 5 days of medication had failed to effect 
a complete cure. While there had been improvement, paregoric produced 
complete remission in diarrhea. In 2 instances it also brought about a constipa- 
tion which required further therapy. Rebound constipation was not noted in 


any of the cases treated solely with Donnagel. Once the diarrhea had ceased, 
a return to normal bowel habits was usually the case. 


CONCLUSIONS 


There appeared to be little variation in the rapidity and completeness of 
response when an attempt was made to analyze these results on the basis of 
various etiologies, wherever such etiology was known. Causes of the diarrheas 
treated varied from minor to severe psychogenic disturbances, minor to severe 
dietary indiscretions, moderate to excessive alcohol consumption and complica- 
tions of minor respiratory infections. All responded rapidly to administration 
of Donnagel. 


The rate of recovery apparently was more closely correlated with the age 
of the individual than with the underlying cause of his symptoms. Many of 
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these cases had completely idiopathic diarrhea. These were generally consid- 
ered to be of psychogenic origin whenever a careful dietary history for the 
preceding 2 days failed to elicit any unusual food or increased amount of ; 
frequently used food. The psychic disturbances were ony unknown to 
patients, or deliberately hidden. 


The criteria used for determining the effectiveness of treatment were two- 
fold and consisted in evaluation of the total number of bowel movements as 
well as the observation by the patient of the character and consistency of the 
stool. A diminution in the total number of bowel movements to approximately 
one-half that noted prior to institution of treatment was considered an improve- 
ment but not a cure. The return to bowel habits experienced by the patient 
prior to the onset of the illness was considered to be a cure. It was necessary 
to assess both factors before advising a patient to discontinue medication. 


SUMMARY 


1. One hundred and four otherwise normally healthy individuals were 
treated for acute diarrhea of varying etiology with a preparation of belladonna 
derivatives and phenobarbital combined with kaolin and pectin (Donnagel ). 


2. Cases ranged in age from 5 to 76 years. None was hospitalized but in 
14 instances bed rest at home was necessary. The others did not depart from 
their normal daily routine. 


3. The antispasmodic-sedative present in Donnagel apparently produced 


results not possible with kaolin and pectin alone. Admittedly, the occasional 


self-limiting nature of a bout of diarrhea could perhaps explain some of these 
results, but certainly not all of them. 

4. The relief of troublesome abdominal cramps and distress was dramatic 
and in itself was a further indication for the use of this medication. 

5. In only 8 of the 104 cases reported was it necessary to supplement 
medication in order to accomplish the desired results. 
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President Message 


Duties OF THE GOVERNORS 


The Board of Governors, according to the Con- 

stitution, shall act as a liaison between the Board of 

Trustees and the Fellows. One of its duties is to act 

as a clearing house for the Board of Trustees on gen- 

eral subjects and on local problems. A Member of the 

Board, who is unable to attend an Annual Session, 

has the privilege of appointing an alternate Governor 

to act on his behalf at the Session. Members of the 

Board of Governors are expected to attend Convoca- 

tions and other formal meetings of the Fellows and Governors and should aid 

in establishment of groups and encourage regional meetings. They shall co- 

ordinate and further the best interests of the College in their respective states 
and perform such duties as may be assigned by the Board of Trustees. 


At a recent Board meeting it was suggested that the Board of Governors 
send in the name of a hospital, which does not now receive the Journal. A gift 
subscription will then be entered for one year. 


Although most Governors are doing a magnificent job in their localities it 
appears that some are delinquent in their duties, and, recommendations to ap- 
point new Governors in some communities have already been made. I would 
like to take this opportunity to ask each Governor to take a more active part in 
pertorming his duties for the College. 


As President of the American College of Gastroenterology, and, also on 


behalf of the Chairman of the Board of Governors, | am making an appeal that 
a study be made by each Governor of the Members and Associate Fellows in 
his community with recommendations for advancement if they are qualified. 


Second, that any physician in their particular locality interested in gastro- 
enterology be personally contacted and recommended for Membe ship, Associ- 
ate Fellowship or Fellowship according to their eligibility. 


Third, that the name of the hospital in the area to receive the Journal be 
mailed to the Editor as soon as possible. 


Fourth, a concerted effort be made to attend the next Convocation, Board 
and Fellowship meetings and other activities of the coming Convention, in 
addition to stimulating other Members, Associate Fellows and Fellows to more 
active participation in the affairs of the College. 


An organization can only improve if its purpose and objectives are en- 
couraged. 
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GASTROINTESTINAL TRACT 


ABDOMINAL ENLARGEMENTS OF 


Among the more frequent causes of ab- 
dominal enlargements are those arising from 
the kidneys, sympathetic nervous system, 
gastrointestinal tract, adrenal glands and 
ovaries. Fecal impaction, ranking the 
most common cause may produce partial 
or complete obstruction.  Hirschsprung’s 
Disease produces a more generalized en- 
largement with or without fecal impaction. 

In the neonatal period meconium ileus, 
atresia of the small bowel and hypertrophic 
pyloric stenosis may be the etiologic tac- 
tors related to abdominal enlargement. Per- 
foration of a stress ulcer of the stomach or 
duodenum, secondary to severe infectious 
processes, central nervous system disorders 
or burns, is occasionally encountered, This 


INFANCY AND CHILDHOOD: Joseph R. 
Christian. Med. Times 86:130 (Apr.), 1958. 


is usually seen in infancy and produces 
severe abdominal pain, distention, vomiting 
diarrhea o1 constipation. 

Neuroblastoma, with the most common 
site or origin in the adrenal medulla, ranks 
second to leukemia in’ frequency of neo 
plastic growths. Wilm’s Tumor arises only 
from within the kidney and often cannot 
be differentiated from the former except it 
operation, Both tend to metastasize 

The prognosis in all cases depends on 
early diagnosis. Flat plate of the abdomen 
can give as much or more information than 
barium studies without the dangers of aspi 
ration or inspissation of barium, or the per 
foration of an obstructed bowel 

Saunt A, SCHWARTZ 


STOMACH 
THE PHYSICIAN’S ROLE IN EARLY DIAGNOSIS OF GASTRIC CARCINOMA: Hu ©, 


Myers. Clin. Med. 5:509 (Apr.), 1958. 


With nine out of ten people with gastric 
carcinoma still dying with the disease, the 
author has concerned himself with possible 


causes for this and what might be done to 
remedy the situation. 
Inasmuch as screening tests are imprac 
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tical so far as the general population is 
concerned, he did feel that Wangensteen’s 
observations that persons with low gastric 
acidity have such a high incidence of carci- 
noma that they should be examined by 
complete X-ray series every six months, 
Furthermore, he felt that any patient com- 
plaining of anorexia, indigestion, gas, and a 
feeling of fullness in the epigastrium, who 
was past 40 years old, and especially if it 
is a man, should be examined by the x-ray 
if the symptoms did not disappear within 
one week. He emphasizes that delay in 
operation was found in 77 per cent of the 
patients seen during this 20-year period 
and feels that the patient should be urged 


to have the operation without deliberation 
when there is any question of a cancer of 
the stomach being present. It was found 
that 35 per cent survived after gastrectomy 
for more than five years, while in those in 
whom the lesion was confined to the stom- 
ach, 66 per cent survived five years. 

It is his conclusion that over one-half 
the patients with cancer of the stomach 
should be saved by effective use of present 
day diagnostic treatment methods provided 
there is no delay in the diagnosis and that 
the patient is induced to have a gastrec- 
tomy early, 


L. K. BEASLEY 


BLEEDING FROM THE UPPER PART OF THE GASTROINTESTINAL TRACT SEC- 
ONDARY TO INGESTION OF ACETYLSALICYLIC ACID (ASPIRIN): Timothy A. 
Lamphier and W. Arthur Young. J. Internat. Coll. Surgeons 29:395 (Apr.), 1958. 


A series of 12 cases of aspirin sensitivity 
was present, in which 6 of these cases the 
condition was apparently the result of pro- 
longed aspirin therapy. In the other 6 there 
were true examples of hypersensitivity. 
Emphasis was placed on the close relation 
of sweet clover disease in animals to gastric 
bleeding in man, secondary to aspirin sensi- 
tivity. It was pointed out that, in the dif- 
ferential diagnosis of bleeding the 
upper part of the gastrointestinal tract, 
hypersensitivity to aspirin should be consid- 


ered, Emergency subtotal gastrectomy can 
and should be avoided when aspirin is 
known to be the causative factor. 

It was observed that there are two types 
of reaction in patients with sensitivity to 
aspirin: 1, alterations in the prothrombin 
level and 2. depletion of ascorbic acid 
stores, with subsequent increased capillary 
fragility and lack of adhesiveness of plate- 
lets. 


ALvIn D. YASUNA 


THE BENIGN PEPTIC ULCER: M. W. White. J. Michigan M. Soc. 57:573 (Apr.), 1958. 


The author attempts to disprove the 
theory of gastric hyperacidity as the patho- 
genic factor in the production or the con- 
tinuity of the benign gastric or duodenal 
ulcer. 

In a pathological study of resected stom- 
achs, he found instances of, despite an in- 
tact muscularis and serosal layer, inflam- 
matory reactions extended into omental fat 
where a gastric ulcer prevailed and into the 
pancreas where a duodenal ulcer existed. 
He also found in numerous stomachs com- 


plete absence or great diminution of pari- 
etal and chief cells, in the presence of ex- 
tensive gastritis or ulceration and necrosis. 
He advances the following factors to 
consider in the initiation and perpetuation 
of the benign ulcer. 1. Chronic bacterial 
infection. 2. Allergic or parasitic. 3. Fibrino- 
plastic ischemia (endarteritis obliterans). 
4. Edema (Na or Cl retention). 5. Faulty 
healing (hypoprotenemia, Vitamin C defi- 

ciency ). 
A. SCHWARTZ 


INTESTINES 


KWASHIORKOR IN THE ADULT DUE TO AN INTESTINAL BLIND LOOP: Dennis 
M. Krikler and Velva Schrire. Lancet 1:510 (8 March), 1958. 


Uncontrollable diarrhea following abdom- 
inal operation is suspicious of short-circuit- 
ing of the small bowel. This abnormality 


causes a severe malabsorption with defi- 
ciency of fat, protein, vitamins and min- 
erals, A 42-year old male developed severe 
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diarrhea and steatorrhea following a small 
bowel exclusion operation for an intestinal 
obstruction. He developed subsequently 
various deficiency symptoms resembling 
“Kwashiorkor” of infants. There were pella- 
grous skin changes, a bald red tongue, 
angular cheilosis, stomatitis, meteorism, 
testicular atrophy, and reduction of libido. 
Ankle reflexes were absent, pain perception 
of the leg decreased, night vision was poor. 
Photophobia and temporal pallor of the 
optic disk were also observed. Laboratory 


findings included macrocytic anemia, re- 
versal of albumin/globulin ratio, fatty stool 
and nonspecific ECG changes. The most 
obvious alteration was a change of his 
brown hair to a scanty growth of red hair. 
This abnormality is responsible for the 
name “Kwashiorkor” which means red boy. 
Removal of the short-circuit by surgery led 
to a dramatic recovery. The various symp- 
toms disappeared and an abundant growth 
of his normal brown hair reappeared. 

H. B. E1tsenstapr 


THE CLINICAL PROBLEM OF THE CONSTIPATED WOMAN: Joseph B. Raddin. Med. 


Times 86:302 (Mar.), 1958. 


Treatment of constipation depends on 
accurate diagnosis. 

Anorectal pathology is a common cause. 
Internal hemorrhoids, external hemorrhoids 
and anal fissures all cause hindrance to the 
easy expulsion of a normally formed stool. 
Converting to a soft or watery stool by 
laxative permits easier passage of the stool 
but fails to correct the underlying disorder. 
Internal hemorrhoids can be cured by in- 
jection of sclerosing solutions. External 

emorrhoids can be cured by simple ex- 
cision of the vein and removal of the clot. 
Biliary tract disorders are another common 
cause of constipation. They produce a gassy 
type of constipation, abdominal distention 
and cramps because an inadequate amount 
of pancreatic and bile juices are emptied 
into the intestinal tract to prepare food 
for digestion. Treatment consists of intra- 
venous Decholin, bile salts and bile acid 
medication by mouth, and colecystectomy 
if gallstones are present. 

Less common causes of constipation are 


hypothyroidism, amebic colitis, food allergy, 
lack of balanced diet, and neglect of phy- 
sical exercise. 

The dangers of laxatives are stressed. 
Cathartics, purgatives and salts produce 
their action by irritating the lining of the 
colon. “Bulk” laxatives accomplish little 
that a balanced diet will not do. They have 
the danger of sometimes causing bowel 
obstruction or fecal impact in older indi- 
viduals. The “wetting agents” recently in- 
troduced accomplish nothing. Mineral oil 
is not recommended because it coats food 
with an insoluble film of oil which prevents 
absorption of vitamins and hinders diges- 
tion. Enemas, —— administered, if not 
employed regularly, are the method of 
choice for prompt but temporary relief of 
constipation. 

Constipation is a symptom requiring care- 
ful diagnostic work-up, and should not be 
treated with laxatives. 


WALTER LENTINO 


THE DIAGNOSIS AND MANAGEMENT OF RECTAL BLEEDING: Robert W. Bartlett: 
Mississippi Valley M. J. 80:105 (Mar.), 1958. 


The author describes the contrasting pic- 
ture presented by a carcinoma in the right 
and left side of the colon. 

The importance of proctoscopy and 
barium enema in all patients undergoing 
hemorrhoidectomy is pointed out. 

Since large bowel polyps are considered 
premalignant, they should all be removed. 
Familial polyposis should be treated radi- 
cally with a total colostomy followed by 
a proctostomy or permanent ileostomy. 

Tuberculous of the cecum is a rare cause 


of rectal bleeding. Diverticulitis is not an 
infrequent cause of rectal bleeding. It may 
or may not be associated with obstruction 
of various degrees. 

Lymphogranuloma venereum especially 
in negros. produces a long constricting 
bleeding of lesion of the rectum. 

Endometriosis of the colon may cause 
rectal bleeding especially at the time of 
the menses. 

Chronic ulcerative colitis, though fre- 
quently best treated medically, will require 
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surgery when it is not possible to control 
the symptoms medically or when compli- 
cations of bleeding, perforation, abscess 


or obstruction and multiple polyposis with 
malignant degeneration occur. 
ALEXANDER ZABIN 


GENERALIZED SCLERODERMA ASSOCIATED WITH CHRONIC ULCERATIVE 
COLITIS: Richard O. Bicks, Moshe B. Goldgraber and Joseph B. Kirsner. Am. J. Med. 


24:447 (March), 1958. 


Chronic ulcerative colitis has been re- 
lated to the collagen diseases. Therefore, 
the case of a 24-year old female, who 
developed generalized scleroderma _ five 
years after the beginning of classical ulcer- 
ative colitis is of interest. In addition, 
symptoms of rheumatic fever, rheumatoid 
arthritis, dermatomyositis, and systemic 
lupus were suggested during the prolonged 
course of the disease. The latter might 
have been partly produced by the larg 
doses of ACTH and cortisone that were ad- 


RENODUODENAL FISTULA: Richard L. 
95:462 (March), 1958, 


Fistulas between the kidney and duo- 
denum have been reported several times. 
Most of these are secondary to surgery. 
Spontaneous renoduodenal fistula is rare 
and is nearly always secondary to renal 
disease. The writers report a case of reno- 
duodenal fistula in a 39-year old white 


REGIONAL ILEITIS. Ulysses Grant Daily. J. 


1958. 


The author reports five cases of regional 
ileitis and discusses the history of this 
condition. The differential diagnosis is care- 
fully discussed; acute pons, ulcera- 
tive colitis, tuberculosis and carcinoma of 
the cecum must be ruled out. 

The disease occurs in all ages and all 
sexes. Unlike ulcerative colitis it does not 
cause menstrual disturbance. 


ministered, This medication was also re- 
sponsible for a syndrome, adreno- 
cortical atrophy, bleeding peptic ulcer, and 
osteoporotic fractures of humerus and ver- 
tebrae. The microscopic changes of sclero- 
derma such as patchy deposition of collagen 
in the submucosa, arteriolar fibrosis, fibrous 
thickening of the external muscularis and 
serosa were noticed in the colon in addi- 
tion to the usual alterations produced by 
ulcerative colitis. 

H. B. Etsenstapt 


Smythe and Roger D. Williams. Am. J. Surg. 


male, of three years’ standing, and debili- 
tating, which responded favorably to ne- 
hrectomy, excision and closure of the 
fistulas, after two previous surgical ap- 


proaches had failed. 


J. DePrizio 


Internat. Coll. Surgeons 29:308 (March), 


The relationship of this disease to chronic 
nonspecific ulcerative colitis is unexplained. 

It is thought the treatment should be 
palliative oan supportive until a definite 
diagnosis is arrived at. Frequent recurrence 
of ileitis following surgery is leading to a 
reevaluation of criteria for operation. 


ABRAHAM BERNSTEIN 


THE TREATMENT OF ACUTE AND CHRONIC ULCERATIVE COLITIS: Charles H. 
Brown. Am. Pract. & Digest. Treat. 9:405 (March), 1958. 


The two basic fundamentals of treatment 
are rest and food. Rest should include 
complete mental, emotional and_ physical 
relaxation. The best psychiatric treatment is 
considerate, sohuseading and gentle care 
by the patient’s own doctor. Mild sedation 
and some of the tranquilizing drugs may 
be of help in producing mental rest. It is 
imperative that those patients receive a 


high protein, high carbohydrate, high ca- 
loric, low residue diet. If the patient is 
unable to eat, parenteral fluids must be 
given. Dextrose and amino acids and plasma 
may be required. The most supportive 
measure is the transfusion of whole blood. 
Since these patients are usually anemic, 
it is important to keep the hemoglobin 
above 12.0 gm. Supplemental vitamins ad- 
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ministered in rather large doses are neces- 
sary and should inclue A, D, C and the 
entire Vitamin B-complex. Vitamin K is in- 
dicated if hypoprothrombinemia is present. 

Sulfathalidine or sulfasuxidine, two one- 
half gm. tablets four times daily, may be 
given for long periods of time. Azulfidine 
in the same » ha is indicated, particularl 
when there are systemic complications poe 
as rheumatoid arthritis. If the ulcerative 


colitis is limited to the rectum and sigmoid, 
retention enemas of sulfathalidine, 1 gm., 
and penicillin, 100,000 units, in 3 to 6 
ounces of water, are used at bedtime. Re- 
sults are not sufficiently favorable to war- 
rant the routine use of steroids in the 
treatment of ulcerative colitis. 
Indications for surgical treatment are the 
usual well defined ones. 
Atvin D. YASUNA 


VOLVULUS OF CECUM COMPLICATING NONROTATION OF MIDGUT: M. F. Butler. 


Brit. M. J. 5072:689 (22 March), 1958. 


The author describes a case of acquired 
volvulus of the whole midgut loop in a 
case of nonrotation occurring in an adult 
female 37 years of age. The case described 
is of interest because it simulates the rare 
anomaly of reversed rotation usually found 
in the neonatal period. 

Normally the midgut returns to the ab- 
domen during the 10th week of fetal life 
in the same relative position it occupied 
in the cord. The small intestine is found 
to the right of the midline and the large 
bowel to the left and the ileum enters the 
cecum from the right. During the normal 
progression of the 2nd stage of rotation 
the mesentery of the midgut and the large 
bowel develop adhesions to the posterior 
wall bringing about the anatomy normally 
found. If this fails to occur completely or 
partially there is apt to result a volvulus 
of the cecum alone or of the complete mid- 


THE PROBLEM OF ILEOCOLITIS: Richard 


Digest. Dis. 3:181-203 (March), 1958. 


The term “ileocolitis” in the opinion of 
the authors is inadequate as it refers only 
to the anatomic localization of the process 
with no differentiation as to its character 
or origin. In order to lead us out of a 
maze of nomenclature the following classi- 
fication is suggested: 

1. Right-sided ulcerative colitis with 
‘backwash ileitis’, 

2. Segmental (granulomatous) colitis 
with ileum involvement, 

3. Regional enteritis with colon involve- 


gut in a clockwise direction. The same 
anatomical conditions are found in con- 
genital reversed rotation of the midgut, 
when during the 10th week of fetal life, 
in its return to the abdominal cavity and 
180° clockwise rotation occurs. In the case 
described there was complete lack of any 
secondary fixation of the midgut mesentery 
or of the bowel itself from the level of the 
second part of the duodenum to hepatic 
flexure. Rotation had occurred in a me 
wise direction and obstruction was pro- 
duced at the hepatic flexure by axial rota- 
tion of the bowel and perhaps by overlying 
compression by the mesenteric vessels. The 
duodenum, of course, was not involved in 
the torsion. Reduction was easily accom- 
plished by counter-clockwise rotation. No 
attempt was made to fix the bowel, it being 
left in the position of nonrotation. 
ALEXANDER ZABIN 


H. Marshak and Joan Eliasoph. Am. J. 


ment, 

4. Combined ileocolitis, segmental-gran- 
ulomatous or ulcerous. 

With the systematic thoroughness char- 
acteristic of the authors and with a valu- 
able selection of x-ray pictures and gross 
pathology specimens, the meaning of the 
above classification is explained which, they 
rightly believe, is of practical importance 
to the clinician in that it may aid him in 
the management of such cases. 

WALTER CANE 


IMPLANTATION RECURRENCE OF CARCINOMA OF RECTUM AND COLON: L. P. 
Le Quesne and A. D. Thomson. New England J. Med. 258:578 (20 March), 1958. 


It has been conclusively proven that can- 
cer cells can survive and grow when im- 


planted on a raw surface. This can occur 
not only when cancer-bearing tissue is cut 


a 
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surgery when it is not possible to control 
the symptoms medically or when compli- 
cations of bleeding, perforation, abscess 


or obstruction and multiple polyposis with 
malignant degeneration occur. 
ALEXANDER ZABIN 


GENERALIZED SCLERODERMA ASSOCIATED WITH CHRONIC ULCERATIVE 
COLITIS: Richard O. Bicks, Moshe B. Goldgraber and Joseph B. Kirsner. Am. J. Med. 


24:447 (March), 1958. 


Chronic ulcerative colitis has been re- 
lated to the collagen diseases. Therefore, 
the case of a 24-year old female, who 
developed generalized scleroderma __five 
years after the beginning of classical ulcer- 
ative colitis is of interest. In addition, 
symptoms of rheumatic fever, rheumatoid 
arthritis, dermatomyositis, and systemic 
lupus were suggested during the prolonged 
course of the disease. The latter might 
have been partly produced by the _ 
doses of ACTH and cortisone that were ad- 


ministered. This medication was also re- 
sponsible for oo syndrome, adreno- 
cortical atrophy, bleeding peptic ulcer, and 
osteoporotic fractures of humerus and ver- 
tebrae. The microscopic changes of sclero- 
derma such as patchy deposition of collagen 
in the submucosa, arteriolar fibrosis, fibrous 
thickening of the external muscularis and 
serosa were noticed in the colon in addi- 
tion to the usual alterations produced by 
ulcerative colitis. 

H. B. E1sENsTADT 


RENODUODENAL FISTULA: Richard L. Smythe and Roger D. Williams. Am. J. Surg. 


95:462 (March), 1958. 


Fistulas between the kidney and duo- 
denum have been reported several times. 
Most of these are secondary to surgery. 
Spontaneous renoduodenal fistula is rare 
and is nearly always secondary to renal 
disease. The writers report a case of reno- 
duodenal fistula in a 39-year old white 


REGIONAL ILEITIS. Ulysses Grant Daily. J. 


1958. 


The author reports five cases of regional 
ileitis and discusses the history of this 
condition. The differential diagnosis is care- 
fully discussed; acute caponlictibe ulcera- 
tive colitis, tuberculosis and carcinoma of 
the cecum must be ruled out. 

The disease occurs in all ages and all 
sexes. Unlike ulcerative colitis it does not 
cause menstrual disturbance. 


male, of three years’ standing, and debili- 
tating, which responded favorably to ne- 
hrectomy, excision and closure of the 
fistulas, after two previous surgical ap- 
proaches had failed. 


J. DePrizio 


Internat. Coll. Surgeons 29:308 (March), 


The relationship of this disease to chronic 
nonspecific ulcerative colitis is unexplained. 

It is thought the treatment should be 
palliative a supportive until a definite 
diagnosis is arrived at. Frequent recurrence 
of ileitis following surgery is leading to a 
reevaluation of criteria for operation. 


ABRAHAM BERNSTEIN 


THE TREATMENT OF ACUTE AND CHRONIC ULCERATIVE COLITIS: Charles H. 
Brown. Am. Pract. & Digest. Treat. 9:405 (March), 1958. 


The two basic fundamentals of treatment 
are rest and food. Rest should include 
complete mental, emotional and physical 
relaxation. The best psychiatric treatment is 
considerate, enincunee and gentle care 
by the patient’s own doctor. Mild sedation 
and some of the tranquilizing drugs may 
be of help in producing mental rest. It is 
imperative that those patients receive a 


high protein, high carbohydrate, high ca- 
loric, low residue diet. If the patient is 
unable to eat, parenteral fluids must be 
given. Dextrose and amino acids and plasma 
may be required. The most supportive 
measure is the transfusion of whole blood. 
Since these patients are usually anemic, 
it is important to keep the hemoglobin 
above 12.0 gm. Supplemental vitamins ad- 
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ministered in rather large doses are neces- 
sary and should inclue A, D, C and the 
entire Vitamin B-complex. Vitamin K is in- 
dicated if hypoprothrombinemia is present. 

Sulfathalidine or sulfasuxidine, two one- 
half gm. tablets four times daily, may be 
given for long periods of time. Azulfidine 
in the same dose is indicated, particularl 
when there are systemic complications aah 
as rheumatoid arthritis. If the ulcerative 


colitis is limited to the rectum and sigmoid, 
retention enemas of sulfathalidine, 1 gm., 
and penicillin, 100,000 units, in 3 to 6 
ounces of water, are used at bedtime. Re- 
sults are not sufficiently favorable to war- 
rant the routine use of steroids in the 
treatment of ulcerative colitis. 
Indications for surgical treatment are the 
usual well defined ones. 
Atvin D. YASUNA 


VOLVULUS OF CECUM COMPLICATING NONROTATION OF MIDGUT: M. F. Butler. 


Brit. M. J. 5072:689 (22 March), 1958. 


The author describes a case of acquired 
volvulus of the whole midgut loop in a 
case of nonrotation occurring in an adult 
female 37 years of age. The case described 
is of interest because it simulates the rare 
anomaly of reversed rotation usually found 
in the neonatal period. 

Normally the midgut returns to the ab- 
domen during the 10th week of fetal life 
in the same relative position it occupied 
in the cord. The pe intestine is found 
to the right of the midline and the large 
bowel to the left and the ileum enters the 
cecum from the right. During the normal 
progression of the 2nd stage of rotation 
the mesentery of the midgut and the large 
bowel develop adhesions to the posterior 
wall bringing about the anatomy normally 
found. If this fails to occur completely or 
partially there is apt to result a volvulus 
of the cecum alone or of the complete mid- 


THE PROBLEM OF ILEOCOLITIS: Richard 


Digest. Dis. 3:181-203 (March), 1958. 


The term “ileocolitis” in the opinion of 
the authors is inadequate as it refers only 
to the anatomic localization of the process 
with no differentiation as to its character 
or origin. In order to lead us out of a 
maze of nomenclature the following classi- 
fication is suggested: 

1. Right-sided ulcerative colitis with 
‘backwash ileitis’, 

2. Segmental (granulomatous) colitis 
with ileum involvement, 

3. Regional enteritis with colon involve- 


gut in a clockwise direction. The same 
anatomical conditions are found in con- 
genital reversed rotation of the midgut, 
when during the 10th week of fetal life, 
in its return to the abdominal cavity and 
180° clockwise rotation occurs. In the case 
described there was complete lack of any 
secondary fixation of the midgut mesentery 
or of the bowel itself from the level of the 
second part of the duodenum to hepatic 
flexure. Rotation had occurred in a sim 
wise direction and obstruction was pro- 
duced at the hepatic flexure by axial rota- 
tion of the bowel and perhaps by overlying 
compression by the mesenteric vessels. The 
duodenum, of course, was not involved in 
the torsion. Reduction was easily accom- 
plished by counter-clockwise rotation. No 
attempt was made to fix the bowel, it being 
left in the position of nonrotation. 
ALEXANDER ZABIN 


H. Marshak and Joan Eliasoph. Am. J. 


ment, 

4. Combined _ileocolitis, segmental-gran- 
ulomatous or ulcerous. 

With the systematic thoroughness char- 
acteristic of the authors and with a valu- 
able selection of x-ray pictures and gross 
pathology specimens, the meaning of the 
above classification is explained which, they 
rightly believe, is of practical importance 
to the clinician in that it may aid him in 
the management of such cases. 

WALTER CANE 


IMPLANTATION RECURRENCE OF CARCINOMA OF RECTUM AND COLON: L. P. 
Le Quesne and A. D. Thomson. New England J. Med. 258:578 (20 March), 1958. 


It has been conclusively proven that can- 
cer cells can survive and grow when im- 


planted on a raw surface. This can occur 
not only when cancer-bearing tissue is cut 
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through with a knife but also when cancer 
cells are shed into a hollow viscus as can 
occur in cancer of the large bowel. 

The authors present three cases which 
tend to prove that implantation recurrence 
is possible. One was a recurrence of a 
sigmoid carcinoma in the suture line fol- 
lowing excision. The second case occurred 
as a superficial growth on a raw hemor- 


rhoidectomy wound, the hemorrhoidectomy 
having been performed about three weeks 
prior to the sigmoid resection and the third 
case illustrated an implantation recurrence 
in the perineum —— a Miles proce- 
dure in which the rectum had been entered 
inadvertently. 


ALEXANDER ZABIN 


CECAL ILEUS: AN UNDESCRIBED AND HELPFUL SIGN IN ACUTE APPENDI- 
CITIS: Lester M. May, Francis E. O’Neill and S. W. Allen. Texas J. Med. 54:92 


(Feb.), 1958. 


The clinical picture of acute appendicitis 
is at times quite variable, especially in the 
young or aged. The authors describe a new 
finding, namely a localized cecal ileus, evi- 
dent radiologically without other significant 
paralytic ileus. Increase in, or persistence 
of, a cecal ileus on serial radiographs in 


their cases was strong evidence of a gan- 
grenous appendicitis with localized perito- 
nitis, When present, the cecal ileus is a 
more positive diagnostic sign of acute ap- 
pendicitis than is a localized small bowel 
ileus. 

SAMUEL M. GILBERT 


COLONIC BY-PASS IN GASTROJEJUNOCOLIC FISTULAS: C. Couinaud and A. 
Descamps. Presse Medicale 24:542-543 (26 March), 1958. 


The authors review the various proce- 
dures proposed in gastrojejunocolic fistulas 
when a two-stage operation is still imposed 
by a very precarious state of health. Right 
colonic fistulas allow a drastic improve- 
ment by suppressing the permanent infec- 
tion of the upper digestive tract. Ileosig- 
moidostomy was advocated by A. Gosset in 
1906, then by Lahey in 1943. The main 
criticism is in the latter’s technic, the sup- 
pression of the greater part of the colon 
during the subsequent stage. It was de- 
fended again in 1957 by McLeod and Gal- 
loway, but the results do not seem to have 
been very satisfactory indeed. In the au- 
thors’ case, a large gastrojejunocolic com- 
munication was not improved by a former 
right colonic fistula, because of a huge 
deperdition of digestive juices through the 


opening; this is unusual, in most cases 
cachexia is the result of diarrhea, due to an 
infectious jejunitis, and the opening func- 
tions from the colon towards the stomach, 
and not as in this case from the stomach 
towards the colon. In a second stage, the 
fistula was excluded by section and closure 
of the colon on each side of the ulcer. The 
procedure was followed by a quick recovery 
and the radical cure was completed on a 
third stage. Nowadays two-stage operation 
is most unusual in those cases, but when 
needed, this procedure seems better than 
a right colonic fistula which is most un- 
comfortable for the patient and a ileosig- 
moidostomy which ends in the loss, at the 
very least functionally of nearly all the 
colon. 


RECTAL BLEEDING IN INFANTS AND CHILDREN: J. C. Rathbun. J. Lancet. 78:86 


(March), 1958. 


Rectal bleeding is fairly common in in- 
fants and children and it is sometimes dif- 
ficult to decide between serious and be- 
nign lesions. As a general rule bright red 
blood comes from a lower portion of the 
gastrointestinal tract, but this may prove 
wrong in special cases. The most frequent 
and serious cause of blood in the stools is 
intussusception and this condition must be 


excluded at once, as a missed diagnosis in 
such incidences may be fatal. This condi- 
tion occurs primarily between the ages of 
5 to 7 months in a well child. 

The author classifies the causes of rectal 
bleeding as seen in office practice and also 
classifies the more serious cases seen in 
hospital practice, intussusception constitutes 
35 per cent and leukemia 20 per cent of 
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all bleeders seen in hospital practice. The 
most common error rectal bleeding is 
due to discoloration to the stools by drugs 
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such as achromycin, foods, such as, beets 
or tomatoes, and uric acid. 
Joun E. Cox 


AMEBIASIS AS SEEN IN AN OFFICE PRACTICE: R. Bretney Miller. Am. J. M. Se. 


235:261-265 (March), 1958. 


The author points out that there are 
many unsuspected cases of amebiasis not 
properly diagnosed because the mildness of 
the symptoms and failure to examine the 
stool in a satisfactory manner mislead the 


THE MANAGEMENT OF ASCITES 


LIVER AND BILIARY TRACT 


AND PORTAL 


physician. He suggests the use of polyvinal 
alcohol and the use of ten per cent forma- 
lin as the methods of choice to permit 
accurate stool examinations. 

BeRNAnp 


HYPERTENSION CHRONIC 


LIVER DISEASE: C. M. Luke. New Zealand M. J. 57:38 (Feb.), 1958. 


Reduction of ascites and improvement of 
hepatic function are the practical aims of 
therapy. In general there is agreement on 
rest, adequate nutrition to include a high 
caloric diet with adequate protein and car- 
bohydrate. There is little evidence that 
vitamins or amino acids have any specific 
action other than to relieve a deficiency. if 
this should exist. Factors such as hemor- 
rhage, alcoholism, infection, ete., which 
may have precipitated hepatocellular failure 
must be promptly and energetically treated. 
Depletion of body sodium is important and 
must be attacked with all methods. Ab- 
dominal paracentesis is recommended only 
as an initial procedure to alleviate gross 
ascites. 

The management of portal hypertension 
is predicated upon the results of certain 
necessary investigations. General measures 
of treatment include diet and abstention 
from alcohol. The treatment of acute eso- 
phageal hemorrhage will include the usual 
supportive measures of blood transfusion 
and sedation. Since hepatic Coma may com- 
plicate such a hemorrhage a low protein 
diet is given during the early stages. The 


J. Med. 4:61 (Feb.), 1958. 


Pain precedes jaundice in surgical condi- 
thons such as stone and cancer ot the head 
of the pancreas, while the early symptoms 
in “medical jaundice” consist of anorexia, 
weakness, fatigue, and nausea. An obstruc- 
live jaundice radiates pain to the back and 
right shoulder while there is no radiation of 


THE DIAGNOSIS OF SURGICAL JAUNDICE: C. A. R. Schulenburg. Central African 


value of gastroesophageal tamponage is 
still debated, but when properly applied 
can control the bleeding in many cases. 

The value of portocaval anastomosis is 
becoming more widely confirmed. Opera 
tive mortality and risks of recurrence are 
becoming smaller. Selection of patients for 
operation demands full clinical investiga- 
tion which should include transplenic ve 
nography. The criteria for operability are 
usually that jaundice and ascites should be 
minimal or absent, that the serum albumin 
level should be above 3.0 gm. per cent 
that there should be no history of hepatic 
coma, that the bromsulfalein retention 
should be less than ten per cent and that 
the prothrombin time should be normal. Al 
ternate operative procedures are discussed 
and their value in spec ial cases is set forth 
Surgery is playing an increasingly impor- 
tant role in the treatment of portal hyper 
tension and the author suggests that) in 
time emergency operation will be consid 
ered in all cases where hemorrhage IS per- 
sistent and liver function is not seriously 
impaired, 


Louis A. Rosenuium 


the vague the liver region as 
be felt. in hepatitis Weight-loss Is sugges 
tive of malignancy. Fluetuating jaundice 
suggests common duct stones. Itching of 
the skin suggests obstructive jaundice. The 


urine becomes dark in obstructive jaundice 


at an early stage. Pale stools may occur in 


an 
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obstructive jaundice but this may also occur 
carly and temporarily in hepatocellular 
jaundice. Hemolytic jaundice usually has 
a familial history. 

Physical examination should include a 
careful description of the size, shape, and 
consistency of the liver, the size of the 
spleen—whether palpable or unpalpable—, 
and the gallbladder. Spider angiomata 
should be carefully searched for and ascites, 
if present, in the abdomen, 

Laboratory investigations suggest only a 
few tests—elevated alkaline phosphatase 
and serum cholesterol indicate obstructive 
jaundice, Hepatocellular disease with liver 
damage is indicated by elevated cephalin 
or thymol flocculation and turbidity tests, 
together with decreased serum albumin and 
reversed albumin/globulin ratio. 


A response to ACTH in acute hepatitis 
is diagnostic while in obstructive jaundice 
there is no response. 

The author also describes condition 
now seen following virus diseases, arsphen- 
amine, methyl testosterone and chlorpro- 
mazine. He describes primary intrahepatic 
cholestasis as a confusing and difficult con- 
dition which can be proven only by liver 
biopsy or operation. 

This is a very constructive paper and 
one is impressed by the simplicity of the 
approach to the problem. In his final sum- 
mary, the author states that if it is impos- 
sible to make a diagnosis, surgery is indi- 
cated before the condition becomes too 
critical. 


I. Henny Ese. 


SPONTANEOUS PERFORATION OF TRE COMMON HEPATIC DUCT: Leo E. Braun- 
stein and Dionisio Y. Wee. Illinois M. J. 113:63 (Feb.), 1958. 


The authors discuss a case of spontane- 
ous perforation of the common duct with 
hile leakage in a case of acute cholecystitis. 
There was no obstruction in the bile duct 
and the perforation was just’ proximal to 
the cystic duct entrance. The authors  re- 


viewed the literature and found only four 


other cases of spontaneous perforation of 
the common duct without any obstructing 
lesions. The clinical picture in this case 
was that of a severe acute cholecystitis 
without a palpable mass. The postoperative 
course was uneventful. 

Jutes D. Gorvon 


CHRONIC IDIOPATHIC JAUNDICE: I. N. Dubin, Am. J. Med. 24:268 (Feb.), 1958. 


Dubin has reviewed all known cases of 
the so-called) Dubin-Johnson syndrome in 
order to delineate our current knowledge 
of the subject. Chronic idiopathic jaundice 
is an uncommon disease which tends to 
run in families and to be more common in 
the male sex. So far only one case has been 
found in a Negro. In about half the cases 
the disease begins at birth or at puberty. 
Most patients complain of abdominal pain 
in the region of the liver; weakness, ano- 
rexia, nausea or vomiting, and diarrhea are 
less common. Symptoms tend to occur dur- 
ing bouts of jaundice and disappear when 
jaundice wanes. Some patients seem to be 
free of symptoms at all times. Jaundice is 
recurrent and fluctuates in intensity. The 
liver is clinically enlarged and tender in 
about half the cases. Dark urine occurs in 
50 per cent of the cases and pale stools in 
12 per cent. The pigment in the serum 
behaves like bilirubin, as judged by 
Ehrlich’s diazo reaction, The liver cell is 
able to conjugate indirect bilirubin with 


glucuronic acid and convert it to direct 
bilirubin, but it cannot properly excrete 
the latter into the bile so that direct  bili- 
rubin is somehow regurgitated back into 
the blood either directly or through the 
lymph. 

Additional evidence for inadequate he- 
patic excretion is found in the retention of 
bromsulfalein. In about half the cases the 
cephalin flocculation and thymol turbidity 
tests give abnormal values while jaundice 
is present, but return to normal as soon as 
jaundice subsides, The gallbladder fails to 
visualize on oral cholecystography, even 
though the gallbladder is normal. This oc- 
curs even when jaundice is absent. Appar- 
ently the liver cannot excrete the dye at 
the normal rate. The liver is normal except 
for the pigmentation. There is no histologic 
evidence of progressive hepatic damage. 
The pigment in the liver probably belongs 
to the family of lipofuscins and occurs in 
liver parechymal cells. The amount of he- 
patic pigment is so abundant that it dis- 
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colors the liver grossly, giving it a green, cidence of 10 per cent. This finding is as 
slate blue or black hue. There is no gen- yet not evaluated. 

eralized pigmentation of other tissues. In There is no known therapy for the dis- 
about half the cases the onset of jaundice ease, Nevertheless the prognosis is excellent 
is insidious; in others jaundice is first noted as regards life expectancy and the absence 
in association with or in the wake of an- of progressive hepatic disease. The evidence 
other disease or major stress. Once insti- at hand indicates that the disease is a re- 
tuted, the disease is apparently lifelong. sult of some inborn error of metabolism. 
Gallstones appeared in five patients, an in- Joun M. McManon 


ASCITES IN LIVER DISEASE, MECHANISM AND THERAPEUTIC CONTROL: 
Wade Volwiler. Am. J. Digest. Dis. 3:103-113 (Feb.), 1958. 


The formation of ascites in any patient trolling a given ascitic collection, The vari- 
having liver disease is due to multiple fac- ous mechanisms causing ascites as well as 
tors. These factors vary in individual im- the various principles of therapeutic attack 
portance from case to case and thereby are discussed and properly evaluated. 
determine in part the wise choice of thera- 
peutic measures to be employed for con- Waren Cant 


DIET AND NUTRITIONAL AIDS IN LIVER DISEASE: Victor M. Sbhorov. Am. J. 
Digest. Dis. 3:94-102 (Feb.), 1958. 


In attempting to assess the role of diet food is offered early in viral hepatitis, de- 
and dietary supplements in the manage- fective digestion and absorption may work 
ment of liver disease we face the difficult against any preconceived program. ‘This 
problems of delineating the exact compo- problem assumes even greater importance 
nent of the diet that is of importance. in chronic viral hepatitis and in hepatic 
While various diets have been advocated in cirrhosis when intermittent anorexia and 
the management of acute viral hepatitis, nausea give added difficulties to the nu- 
the fact must be kept in mind that the tritionist. 
gastrointestinal tract may take part in the 
disease process and that, even if adequate Waren CANt 


ROLE OF REST AND AMBULATION IN LIVER DISEASE; Mary Ann Payne. Am. J. 
Digest. Dis. 3:84-93 (Feb.), 1958. 


The current use of bed rest in the treat- ous effects result from relapses due to early 
ment of diseases of the liver is admittedly ambulation. Recoverey progresses satisfac- 
empiric. All observers have agreed that bed torily despite lack of rest. However, these 
rest during the acute stage of hepatitis clinical and laboratory signs of relapse may 
generally improves the immediate symp- be the first indications of a more serious 
toms. Hepatic tenderness is less under con- progressive hepatitis. The role of bed rest 
ditions of rest, while increase in size and has not been tested by controlled observa 
tenderness of the liver frequently occurs tions under such circumstances. Until stud- 
with ambulation. Laboratory evidence of ies of this nature have been made, the 
worsening hepatic function often parallels judicious use of bed-rest in the treatment 
the change in liver size and tenderness. of the acute stages of hepatic disease is 
When the resistance of the host. is high, recommended, 
and possibly when the virus is of a low 
degree of virulence, no permanent deleteri- Waren Cant 


PYOGENIC LIVER ABSCESS: (Editorial) J. M. A. Georgia 47:83 (Peb.), 1958. 


It has been demonstrated that surgical scess affords a good chance for cure. With 
drainage of the solitary pyogenic liver ab- out treatment the mortality rate approaches 
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100 per cent because of the resulting pye- 
mia and its complications. The disease is 
usually seen in younger and middle-aged 
adults. Clinically, it presents itself with 


elevated right diaphragm with decreased 
movement. The liver shadow may appear 
to be enlarged. 

The patient with multiple abscesses usu- 
ally has more severe symptoms and a his- 


chills, a daily spiking fever, and pain ac- 
companied by tenderness in the right upper tory of a preceding gastrointestinal infec- 
quadrant. Although the liver is often en- tion, This form of hepatic disease is best 
larged, jaundice is infrequent. The blood treated with massive doses of antibiotics 
count reveals a leucocytosis, but the cul- without surgical intervention. 

tures of the pus are sterile in 50 per cent 
of cases. Radiographic — studies sll an THEODORE COHEN 


INFECTIOUS HEPATITIS: Robert Ward, Saul Krugman, Joan P. Giles, A. Milton 
Jacobs and Oscar Bodansky. New England J. Med. 258:407 (27 Feb.), 1958. 


This is an institutional study on the con- 
trol of viral hepatitis. Gamma globulin was 
seen to reduce the prevalence of hepatitis 
and this protection appeared to last for 
seven to nine months. The virus was dem- 
onstrated to be in the stool three weeks 


prior to the onset of clinical jaundice. It 
was concluded the gamma globulin was an 
effective means of controlling outbreaks of 
viral hepatitis in an institution. 


ABE ALPER 


neutralize excess HCI for 2! hours 
for rapid, sustained relief in 


Gastric and Duodenal ULCERS 
HYPERACIDITY, Heartburn of Pregnancy 


SUPERIOR BUFFERING —without acid rebound, constipation or 
systemic alkalosis... PLEASANT TASTE 


Each GUSTALAC tablet provides: 

superfine calcium carbonate (300 mg.) buffer-enhanced by a 
special high protein defatted milk powder (200 mg.). 2 tablets 
equal buffering value of 10 ounces of milk. 


DOSAGE: 2 tablets chewed or swallowed q. 2 to 3 h. PRN and on retiring. 
Literature and Samples on request 


GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, 
Pioneers in 


TABLETS 
™ 
ATRIC 
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BOOK REVIEWS FOR GASTROENTEROLOGISTS 


INTERNATIONAL CONGRESS ON THE BILIARY FUNCTION: Two Volumes, 634 
pages, 126 illustrations, Masson et Cie, Paris, 1958. Price, 5,000 fr. 


These two books represent the transac- American physicians to read about liver 
tions of the convention on biliary function therapy in the tropics and many other sub- 
held in Vittel, France, June, 1958. The first jects. The second volume of this publica- 
part deals with physiology, with articles on tion contains the papers on the therapeutic 
the mechanism of the various types of management at Vittel, which is situated in 
icterus, the exploration of the biliary ducts the Vogues Mountains in the eastern part 
during operation, the influence of hormones, of France and is a well known Spa_ for 
isotopes and hepatobiliary function, ete. biliary diseases. At this Spa, hydrotherapy 
The second part contains articles on path- has been used for liver diseases for many 
ology and therapy. It will be of interest to generations. 


HOW TO WRITE SCIENTIFIC AND TECHNICAL PAPERS: Sam F. Trelease, Colum- 
bia University, New York, N. Y. 185 pages. The Williams & Wilkins Company, 
Baltimore, Md. 1958. Price $3.25. 


Persons who prepare a thesis or a short clusions, illustrations, bibliography, charts 
paper to be read before a lay or profes- and diagrams in the preparation of a man- 
sional society, will do well to peruse this uscript, whether for publication or other- 
concise and comprehensive little volume. wise. 

The author explains the use of punctuation, It is recommended as a useful reference 
tenses, quotations, acknowledgments, con- text. 


AN INTERNATIONAL SYMPOSIUM ON ALDOSTERONE: Edited by Alex F. Muller, 


M.D. and Cecilia M. O’Connor, B.Sc. 232 pages, illustrated. Little, Brown & Company, 
Boston, Mass., 1958. Price $8.00. 


A highly technical book dealing with a potassium deficiency and renal disease and 
hormone which is of great importance to the effect this hormone has on ascites is 
endocrinologists and electrolyte experts. recommended as worthwhile reading. 

Discussion of the interrelationship — of 


DIFFICULT DIAGNOSIS. A GUIDE TO THE INTERPRETATION OF OBSCURE 
ILLNESS: H. J. Roberts, M.D., Diplomate of American Board of Internal Medicine; 
Fellow of the American College of Chest Physicians; Associate of the American Col- 
lege of Physicians; Staff, Good Samaritan Hospital and St. Mary’s Hospital, West 
Palm Beach, Fla. 913 pages. W. B. Saunders Company, Philadelphia, Pa., 1958. Price 
$19.00. 


If the reviewer would be asked what physicians will find answers to almost. all 
text he would like to consult in order to of his puzzling aspects of a given case 
arrive at a definite clinical diagnosis, his Extensive references to parts one and two 
answer would be “Difficult: Diagnosis” by plus a general index, complete this highly 
Roberts. recommended book. 

In this large volume, the student and 


POISONING—A GUIDE TO CLINICAL DIAGNOSIS AND TREATMENT. SECOND 
EDITION: W. F. von Oecttingen, M.D., Ph.D., National Institute of Health, U.S. 
Public Health Service, U.S. Department of Health, Education and Welfare. 627 pages. 
W. B. Saunders Company, Philadelphia, Pa., 1958. Price $12.50. 


It is recommended that a copy of this text in’ medical, pharmacy and nurses’ 
book be handy in all police, fire and other training schools. 
rescue stations, It should be required Poisoning in all aspects is fully covered 
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and suggested treatment recommended. 
The author and publisher are commend- 


ed for publishing this useful and “must” 
text. 


THE CARE OF THE GERIATRIC PATIENT: Edited by E. V. Cowdry, Ph.D. Sc.D. 
(Hon.) Director of Wernse Cancer Research Laboratory, Washington University 
School of Medicine; Formerly President of the Gerontological Congress; ete., ete. 438 
pages. The C. V. Mosby Company, St. Louis, Mo., 1958. Price $8.00. 


A well written and well printed book Aged and Infirm Hebrews, New York, 
dealing with the care of the aged by well N. Y.; Howard A. Rusk, A.B., M.D., Se.D. 
known clinicians, hospital administrators (Hon.), L.L.D. (Hon.), New York, N. Y., 
and nurses who come in contact with Professor and Chairman of the Department 
oldsters. of Physical Medicine and Rehabilitation, 

Among some of the well known contrib- New York University-Bellevue | Medical 
utors are E. M. Bluestone, M.D., New Center and Alice M. Waterhouse, M.D., 
York, N. Y., a former Administrator of M.S.P.H., Bethesda, Md., Medical Advisor, 
Montefiore Hospital, now Professor — of United States National Health Survey, 
Public Administration, New York Univer- Public Health Service. 
sity, and Assistant Professor of Hospital Dr. Cowdry’s book should be on the 
Administration, Columbia University; desk of every physician, hospital adminis- 
Blanche R. Gubersky, R.N., B.S., M.A,, trator and welfare worker, 

Director of Nursing Service, Home for 


ROMACH ULCER THERAPY 


Has a Wonderful Record 


Romach tablets are the first choice of thousands of physicians for fast symptomatic 
relief and ultimate healing of gastric and duodenal ulcers. 


Clinical reports' shows the following: 
81% roentgenographic healing 
92% pain relief without analgesics 
93% weight gains averaging 7.9 Ib. 
100% negative benzidine test for occult blood 


~ In another study? there was a satisfactory response to Romach in 90% of cases. 


ROR CHEMICAL CO., 2268 First Ave., New York 35, N. Y. 


VAmerican Journal of 
Gastroenterology 
8439, 1957, 


IBritish Medical Journal 
2:827, 1955. 


ROR CHEMICAL CO. 
2268 First Ave., New York 35, N. Y. 


Please send me without obligation professional sample, and 
literature on Romach tablets. 


Professional samples, 
complete formula 
and literature 
on request. 
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ULCER CONTROL 


all day % 


CON 


TABLETS 


NEW 


DARI 


oxyphencyclimine hydrochloride 


patient comfort 


Natural Prolonged Action—The action of DARICON, a more potent and better tolerated 
anticholinergic, is consistently prolonged because it has a unique chemical structure and 
is not dependent on “mechanical” means (e.g., special coating, adsorption on ion-exchange 
resin). 

In addition to peptic ulcer, DARICON, is also indicated for other gastrointestinal disorders 
characterized by hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome. 
chronic nonspecific ulcerative colitis and biliary tract disease). 


Dosage: 10 mg. b.i.d. (morning and evening).Supply: Tablets, 10 mg., white, scored. Bottles 
of 60 and 500, 


* Trademark 
CE> Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6,N. Y, 


EVEN REFRACTORY CASES RESPOND 
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NEW: A SENTRY FOR THE G.I. TRACT 


Since G.I. disorders present multiple difficulties, 
perhaps you will welcome one medication that combats 
the most prominent and most troublesome symptoms. 


ENARAX protects against 


hypersecretion — hyperirritability 
hypermotlity hyperemotivity 


ENARAX Combines a new long-acting anticholinergic (antisecretory- 
antispasmodic!) with the proven antisecretory-tranquilizer?® (ATARAX 
to relieve pain, spasm, hyperacidity and disease-induced tension. 
With this unique anticholinergic, just two tablets daily proved 
clinically effective in 428 out of 490 patients with a wide variety of 
gastrointestinal disorders.}:7 


Selective postganglionic action on the G.I. tract minimizes side eflects. 
Of 512 patients treated to date, reactions were usually mild, 

transient and easily reversed. Mouth dryness, blurring of vision, 
dizziness, urinary hesitancy either disappeared with 

continued use or were controlled by reducing the dosage. 
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ENARAX one tablet at breakfast 


one tablet at bedtime 
full-time relief in 


peptic ulcer gastritis duodenitis 


functional bowel syndrome gastroenteritis hiatus hernia (symptomatic ) 


ulcerative colitis pylorospasm genitourinary spasm 


biliary tract dysfunctions cardiospasm dysmenorrhea 


Each ENARAX tablet contains: 
Oxyphencyclimine HCL... 10 mg. 
Hydroxyzine HCI (ArakAx")... 25 mg. 


Dosage: One-half to one tablet twice daily — preferably in the morning and befor 
retiring. The maintenance dose should be adjusted according to therapeutic response 
Use with caution in patients with prostatic hypertrophy or glaucoma, 


Supplied: In bottles of 60 black-and-white scored tablets. 


References: 1. McHardy, G., et al.: Paper presented at Postgraduate Course 

ot Calitornia School of Medicine, San Francisco, California, January 27, 1958. 2, H., and Carballo 
A.: To be published. 3. Schuller, E.: Gaz. des Hépitaux /0:391 (Apr. 10) 1957 Internat. Ree 
Med. 169.379 (June) 1956. 5. La Barre, J.: Compt. rend. Soc. Biol Paris) 150 7 (Oct Io. © 
Harrisson, J. W. E., et al.: Paper presented at the 4th Pan-American Congress of Pharmacy and Biochemistry, 
Washington, D. C., November 3-9, 1957. 7. Data in Roerig Medical Department files, 


in Gastroenterology, Universit 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Ine 
Science for the World's Well-Being 


459 

ae 

@ 

| : 


PROZINE 


meprobamate and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL 
oF EMOTIONAL DISTURBANCES 


*Trademark 


THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional re- 
action is possible because of the dual sites of action of PROZINE— 


the thalamic and hypothalamic areas of the brain. The unique dual 


action of PROZINE enables the physician to exert more specific 


control over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by appre- 
hension and agitation, insomnia, nausea and vomiting, gastroin- 
testinal symptoms, alcoholism, menopausal symptoms, premenstrual 


tension. 


PROZINE is indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE is especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and 
in emotional problems of children, adolescents, and the aged. It also 
is useful in emotionally disturbed patients who receive little or no 
relief from analgesics, barbiturates, anticholinergics, antihyperten- 


sives, and hormones (estrogens and corticoids). 
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SIMULTANEOUS ACTION 
of two psychotropic drugs 

affecting two areas 

of the brain, produces 

more SPECIFIC CONTROL 


PROZINE in the recommended dosage (1 or 2 capsules, 
3 or 4 times daily) produces more specific control than ts 


obtainable with high doses of other ataractic agents. 


in emotionally disturbed patients o1 PROZINE the 


dose required is diminished to the point where the inci- 


dence of side-effects and toxicity reactions is minimal* and 
the patient is calm, tranquil, and amenable to additional 


therapy, whether it be educational, medical, or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. 
of meprobamate and 25 mg. of promazine hydrochloride. 


Comprehensive literature available 


*In studies involving 972 patients suffering a variety of emotional diseases, 
related and unrelated to physical ailments, 78 per cent were improved; 


Philadelphia 1, Pa the incidence of side-effects was only 3.7 per cent. 
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Wyeth 


diarrnea 


solves acute diarrheal disease problems... 
@ swiftly relieves symptoms gg rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
@ succeeds where others fail against the enteric “problem 


pathogens” — increasingly prevalent, refractory strains 
of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


@ does not upset the balance of normal intestinal flora 
@ does not encourage monilial or staphylococcal overgrowth 
@ does not induce significant bacterial resistance 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FUROXONE, 50 mg. per 15 cc., with kaolin and pectin 
w For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children gm Supplied: bottles of 240 cc. (also: FUROXONE Tab- 
lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURAN unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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lhow soon from now 


accelerate convalescence with nutritional therapy 


Sustagen’ 


Complete food, Mead Johnson 
powder 


When you prescribe Sustagen during convalescence, you 
help fulfill the critical needs of your patients for increased 
amounts of calories, protein and vitamins. ‘‘In some 
instances of acute illnesses, injury, or surgery, intensive 
nutritional therapy may be the deciding factor in the 
outcome.’’! Sustagen, because it generously supplies 

all known essential nutrients in convenient concentrated 
form, helps speed recovery. 


\ Mead Johnson 


Symbol of service in medicine 


SU-isom ‘Halpern, S. L.: Ann. New York Acad, Sc. 63: 147-164 (Oct, 28) 1955. 
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Can antacid therapy be 


made more effective? 


THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 
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a new high in effectiveness 


HO OH OH oO 

| | 

HO OH OH 


and palatability 


a is at least | and averages less than 6. X is a cation. 


 CREAMALIN neut ralizes 
Quicker Relict + Gre 


Acid neutralization with 10 leading entecid tediets® Ouration of ection et pH 3 to 5* 
(par gram of active ingredient) of active Ingredient 


20 30 40 so 


ao 40 so 


Tablets were p and ded in distilled water *rinkel, ur, Fisher, M. and Tainter ML A new nightly reactive 

ina tal (37° Cc) aluminum Nydroxide compiles for gastric Myperecidity To be published, 
stayed below 3 

with mechanical stirrer and pt electrodes. Hydrochloric 

acid was added as needed to maintain pl at 3.6. Volume of 


acid required was recorded at frequent intervals for one hour. 


Do antacids have to taste | 
like chalk? 
No chalky taste. New CreaMain tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


+ NO ACID REBOUND + NO CONSTIPATION 
+ NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied; Bottles of 50, 100, 200 and 1000. 


LABORATORIES NEW YORK NEW YORK 


lore acid faster CREAMALIN neutralizes wore acid linger 
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three-way mechanism of action 


in one molecule 


long step forward 


MUREL 


Brand of Valethamate bromide 


“mureL” is the newest development of research in quaternary ammonium com- 
pounds, It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the 
ideal in decisive relief without intolerance or drug-induced complications. “mMuREL” 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Supplied: “murev” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“MUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “murEL” with Pheno- 
barbital , Tablets — 10 mg. Valethamate bro- 
mide with 4 gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


Ayerst Laboratories « New York 16, N.Y. ¢ Montreal, Canada 
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Three-Way Mechanism of 
Action in One Molecule mg 


“MUREL” unites three mechanisms specific for 
smooth muscle spasmolysis: (1) anticholinergic 
inhibition of parasympathetic transmission, 

(2) musculotropic action with specific affinity 


for smooth muscle fibers, and (3) ganglionic 


blocking action at the synaptic level 


Precludes or Minimizes 
Untoward Side Effects 


“mUREL” is especially well tolerated because: 

(1) coordination of the three component actions 
permits significantly low dosages and also reduces 
reaction potential of any one mechanism, 

(2) a natural specificity confines the anticholinergic 
action to the effector cells of smooth muscle, 

(3) definite but transient ganglionic blocking action 
eliminates undesirable parasympathetic 
disturbances, (4) rapid detoxification and 


excretion prevent cumulative effect. 


Widely Useful — 
Clinically Demonstrated 


“mUREL” extends the clinical scope of dependable 
spasmolytic therapy, with indications ranging 
from mild to severe hypertonicity. In postoperative 
genitourinary spasm, cystitis and pyelitis 

effective relief of pain and spasm was noted in 

all of 75 patients." In peptic ulcer — complete 

or substantial relief from the pain/spasm cycle 
was reported in 119 out of 127 patients.*- 

In bilhary spasm and chronic cholecystopathies 
with or without stones — prompt, complete control 


of spasm was obtained in 20 out of 22 patients. 


Peiser? states that even extremely strong 
convulsive abdominal pain and violent 
vomiting could be eliminated or substantially 
improved, and no unpleasant side effects 

or toxic reactions were noted at any time 

1. Berndt, R.: Arzneimittel-Forsch. $:711 (Dec ) 1955 


2. Peiser, U.: Med. Klin. 50 1479 (Sept. 2) 1955 
3. Winter, H.: Medizinische, p. 1206 (Aug 27) 1955 
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the battle won 


in making the sale... , 


is often lost 


in the stomach 


A salesman, aged 43, had a radiographically proved 
ulcer and a 3-year history of epigastric pain and 
discomfort occurring between meals and during 
the night. Response to therapy with synthetic anti- 
cholinergics, phenobarbital and belladonna had 
been consistently poor. 


One ‘Combid’ Spansule capsule ql2h was pre- 
scribed, The patient became asymptomatic shortly 


after therapy with ‘Combid’ was initiated, and has 
remained so for over a year. A slight dryness of the 
mouth was the only untoward reaction reported. 


‘Combid’ (Compazinef, 10 mg.; and the anticholin- 
ergic Darbid§, 5 mg.) reduces secretion, spasm, 
nausea and vomiting, and anxiety, tension and 
stress for 10 to 12 hours after just one oral dose. 


bid. 


Smith Kline & French Laboratories, Philadelphia 


ILM. Reg. U.S. Pat. Ott Reg. U.S. Pat, Off. for sustained release capsules, S.K.F, 
Reg. U.S, Pat. Off. for prochlorperazine, S.K.F. 
§ T.M. Reg. U.S. Pat. Ont. for isopropamide, S.K.F. 
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STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES oF TAGSLE T Ss 
CASSIA ACUTIFOLTA PODS. PURDUE FREDERICK 


PREFERRED IN CONSTIPATION 


GRANULES 


in a way 
almost indistinguishable 
from the normal 


physiologic mechanism...” 


‘Senokot’ tablets and granules reproduce the physio- predictable, controllable, reproducible evacuation 
logic process of normal defecation by specifically and 
selectively stimulating Auerbach’s plexus — the large 
bowel neurogenic regulator. As a result of this phar- 
macologically unique action, ‘Senokot’ assures: 


gentle, strain-free elimination 8-10 hours after 
bedtime administration 

no mucosal irritation or griping 

normalized stool consistency 


s 
s reduction of dosage and withdrawal of medication 


rehabilitation of the large bowel mechanism 


‘Senokot’ tablets and granules are compatible with 
all medications and offer maximum convenience and 


,; palatability, for all patients in all conditions. 
muscularis 


externa supecy: Tab/ets: Small and easy to swallow, in bottles of 100. 
; Granules: Cocoa-flavored, in 8 and 4 ounce canisters. 
CITED REFERENCE: 1. Herland, A.L., Lowenstein, A.: Quart. 
Rev. Surg. Obst. & Gynec. 14:196 (Dee.) 1957. 
THE EFFECTIVENESS OF THE PRODUCTS IN THE FAMILY OF 
‘SENOKOT’ CONTINUES TO BE DOCUMENTED BY CLINICAL AND 
LABORATORY INVESTIGATIONS WHICH CONSTITUTE THE FASTEST 
GROWING BIBLIOGRAPHY ON CONSTIPATION, (Available upon requeat 
Typical Segment of Large Bowel to the Medical Director) 


* Copyright 1959, The Purdue Frederick Company 


lumen of 
large bowel 
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Patient A.S., age 53. ParnipaMAte (Tabs. 7t.i.d. and H.S.); 
Intermittent crises of severe pain over 2 year period: prompt relief of symptoms. Radiograph 
hospital management with Sippy regimen provided relief of 21 days later) confirms healing of minute lesser 


symptoms: however, symptoms recurred after each sojourn, curvature gastric uleer crater, 


predictable results in the control 


Meprobamate with PaTtHILON" Tridihexethyl Chloride*® 


Used prophylactically in anticipation of periods of emotional stress. or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PATHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for 
management of tension and anxiety states—and PATHILON (25 mg.) —an extremely well-tolerated anticholiner- 
gic, long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. 


Indications: 
Duodenal ulcer, gastrie uleer, intestinal colie, spastic and irritable colon, ileitis, esophageal spasm, anxiety 
neurosis with gastrointestinal symptoms, gastric hypermotility. 


Supplied: 
Sottles of 100 and 1,000, Each tablet( yellow, -scored) contains Meprobamate, 400 mg.; Tridihexethyl Chloride.25 mg. 


Administration and Dosage: 
1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in 
glaucoma, pyloric obstruction, and obstruction of the urinary bladder neck. 


Also Available: Paruivon in four forms — Tablets of 25 mg., plain (pink) or with phenobarbital, 15 my. (blue); 
Parenteral — 10 mg./cc. — 1 ce. ampuls; 
Pediatric Drops —5 mg./ce,. dropper vials of 15 ce. 
*PaTHILoN is now offered as tridihexethyl chloride instead of the iodide, an advantage permitting 
wider use, since the latter could interfere with the results of certain thyroid function tests 


LeverLe Laporatonigs, A Division of AMERICAN CYANAMID Company, Pearl River, New York 
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CONTROLS NERVOUS TENSION 
IN G.I. 


DISORDERS 


MOosT FUNCTIONAL G.I. DISORDERS ‘‘can be considered a manifestation of a general 
8 
psychoneurotic disturbance.” (Rossien, A. X.: J. Am. Geriatrics Soc. 5:430, April 1957. 


TREATMENT WITH MILTOWN M lt ” 
® improved control in 15 of 19 cases ] Own 
of common functional G. 1. disturb- meprobamate (Wallace) 
ances! 


Miltown causes no adverse effects 
@ helped the majority of 23 cases of 


on gastric secretions, emptying time 
psychosomatic stomach distress? 


or motility.® 


® controlled emotional components of 
Spastic colitis,® chronic ulcerative Available in joo mg. scored and 200 mg. sugar- 
colitis,4 and psychophysiologic dlys- coated tablets. Also available as MEPROSPAN’ 


—s (200 mg. meprobamate continuous release cap- 
pepsia sules). 


1. Phillips, R. Bs Am. Pract. & Digest Treat. 7:1573, Oct. 1956. 2. Selling, L. $.: [-A.M.A. 757:1594, 
April go, 1955. 3. Altschul, A. and Billow, B.: New York J. Med. 57:2361, July 15, 1957. 4. Ross, S$. 1 
Postgrad. Med. 23:24, Jan. 1958. 5. Tacket, H. S.: Am. Pract. & Digest ‘Treat. 8:597, April 1957. 
6. Bodi, 1, Wirts, C. W., Jr. and Menduke, H.: Am, J. Gastroenterol, 29:643, June 1g58. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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normal bowel 


function requires 


intestinal contents 


of proper consistency 


KONSYL 


A vegetable concentrate of naturally occurring hemicelluloses 


Provides just the moist, smooth, effective bulk so essential to 
normal peristalsis. It precipitates formed stools in cases of 
simple constipation and non-specific diarrhea. It hastens the 
rate of improvement in irritable colon cases. It contains no 
artificial or irritating substances and is calorie-free. Further- 


more, KONSYL is available at significantly lower-cost-to- 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


patient prices. So... 


to normalize use 


COATING 
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NOW even 
cardiac patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


DECADRON —the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or ‘‘pecul- 
iar’ side effects. Moreover, DECADRON 


has helped restore a ‘‘natural’’ sense of 
well-being. 


tAnalysis of clinical reports. 
DEXAMETHASONE 
*DECADRON is a trademark of Merck & Co., Inc., 


treats more patients ©1958 Merck & Co., Inc. 
more effectively &p MERCK SHARP & DOHME 


Division of Merck & Co., Inc., Philadelphia 1, Pa. 


a 


